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EXECUTIVE SUMMARY 



This report summarizes the findings of a survey of the most rapidly growing residential care 
settings for persons with mental retardation and related developmental disabilitlas, specialized foster 
care homes, and small group homes of 6 or fewer residents. The data reported were gathered in a 
two-stage, nationalV representative, random sample of 181 homes and 336 of their residents. The 
study gathered extensive data on the facilities and careproviders, and on the residents, ths programs 
and sen/ices they rece'r/ed and their activities and day experiences of life 'in the community." The 
study was organized to collect data by facility type-specialized foster care homes, group homes withoLit 
ICF-MR certification and ICF-MR certified group homes-and size distinctions (4 and fewer residents and 
5 or 6 residents). A brief summary of findings follows. 
Characterlstict of FacllHiet (Chapter 3) 

• Size: Among the 'small' facilities (4 or fewer residents) in this study, foster homes averaged 2.2 
residents with handicaps, group homes averaged 3.3 and ICF-MR certified group homes averaged 
3.9 residents with handicaps. The 'large' homes (5 or 6 residents) averaged 5.6, 5.6, and 5.8 
residents with handicaps, respectively. There was a clear pattern among foster homes to hcu«?e 
fewer persons with mental retardation than their licensed capacity (66% vs. over 90% for inrg-i'^ 
group homes and !CFs-MR). Within the same size category, foster homes had larger total 
households (including both handicapped and nonhandlcapped residents) than the other program 
types. 

• Live-in careproviders: All foster care homes (100%) and approximately 30% of group homes and 
ICF-MR certified group homes had live-in staff; the remaining facilities relied entirely on shift staff. 

• Operator type: Group homes and ICFs-MR were predominantly private nonprofit organizations; 
about 12% were government operated, 10% were for-profit or operated by Individuals. 

• Admission requirements: Although residents with a full range of impairments were living in the 
community facilities sampled, individual homes sometimes had formal or informal restrictions on 
admission, most often related to serious prcblem t>ehaviors (50% of foster homes), children versus 
adults (70% of group homes), and persons using wheelchairs (30% of all homes). Foster home 
operators seemed most concerned about restricting admissions of persons with serious behavior 
problems, mobility impairments, secondary disabilities (sensory, seizures) and those without 
independent toileting skills. Aside from age restrictions of children, group homes and ICFs-MR 
appeared somewhat less restrictive on admission criteria. However, these differences were partly 
attributable to variations in state policy and regulation of programs, as well as to particular concerns 
related to personal circumstances and preferences of the operators of the homes. The findings on 
restricted admission criteria suggest further need to examine existing regulations, relatively low 
reimbursement rates and available training opportunities if states plan to expand the availability of 
foster home options for persons with developmental disabilities. Clearly, trends for needed sen/ices 
to accommodate individuals with severe disabilities, whether from further deinstitutionalization or 
expanded placement from far>-.iiies, appear incongruent with these restrictions in admission criteria. 
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• Licensing end monitoring-. All facHlties were llcanncKi by some agency, the majority (89%) by the 
state mental retardation/developmental disabllltles agency. Most facilities were visited once a year 
by the licensing agency (76%); 9% had less than annual visits, 15% were visited more than 
annually. About 90% of all homes were visited at least quarterly by a case manager of one or more 
residents. 

• Location: In all facility types, most of the homes were single family dwellings. Almost half of all 
foster homes were located in rural areas or small towns, compared to about 20% of group homes. 
About 70% of all facilities were located in neighborhoods of primarily single family homes, with foster 
homes showing the highest placement rates In such locations. About 14% of ail facilities were in 
neighborhoods of mixed business and reslderitial use. 

• Modifications: About one-third of homes had been modified to accommodate residents. 
Modifications were most common In iCFs-MR (41%) and least cofnmor. in group homes (24%). 
Most were for the residents in general (87%), not for i.pecific residents. 

• Unsuccessful placements: Overall, 60% of homes Indicated having had dt least one resident whose 
placement had been terminated because of some form of problem. Most of these unsuccessful 
placements were at least partially related to problem behaviors of residents. 

• Normalization: Facilities showed considerable evidence of normalization. Most residents' sleeping 
hours were Individualized (69-87% depending on facility type); 58% of residents made their own 
decisions about what to wear each day; most careprovlders (92-100%) engaged in .social activities 
with residents as a family, and most (80-94%) ate meals as a family. Still only 40% of residents 
decided about room decoration Independently, and only a few had selected their own roommates. 

• Reimbursement: Per diem reimbursements (in 1986) averaged $22 for foster care, compared with 
$53 for group homes. ICF-MR certified groiip homes were most costly, averaging $86. Among 
facilities, foster care homes had the least variability. Among larger group homes (noncertified 
facilities of 5 or 6 residents), the average rates of the costliest 10% were over 7 times the rates of 
the least costly 10%. Much of the variation within categories seemed attributable to differences in 
state reimbursement practices, resident characteristics or perhaps even historical rate setting 
practices. 

Careprovlder Characteristics (Chapter 3) 

• Over three-fourths of all the homes had a single reimbursement rate for all their residents. 
Differentials were reported, mostly for reasons of personal cars in foster homes. Support was 
seldom added for persons with behavior problems, despite its association with demission. 

• ^gfe: Three-fouaha of careprovlders In group homes and ICFs-MR >vere 36 years of age or younger 
compared to only 10% of foster careprovlders. The average age of foster careprovlders was 53- 
54 years (48% were 51 years or older), compared with from 31 to 35 years in other facilities. 

• Gender: Excluding homes in wHch live-in couples shared the direct care role (70% of roster homes 
and 14% of other facilities), 75% of careprovlders were v/omen. 

• Marital status: Most (72%) foster careprovlders, but only 48% of other careprovlders, were married 
or in a stable marriage-like relationship: 5% of foster care and 38% of other providers had never 
married. 
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Race/ethniclty', Raco/ethnicity of careproviders was generally proportional to the distribution of 
race/ethniclty in the nation as a whole. About 78% were white, non-Hispanics, 14% were black, 
non-Hlspanlcs, 6% were Hispanics, and 2% were Asian-Americans, Native Americans or Pacific 
Islanders. 

Education'. Foster careproviders had less education than other careproviders, 54% of the former 
and 18% of the latter having a high school education or less. Only 14% of foster careproviders and 
34% of group home providers were college graduates. About 20% of group home and ICF-MR 
staff, but only 2% of foster care providers were currently enrolled students. A substantial degree 
of differences In educational attainment across service types Is likely partially related to age 
differences and ass(x:iated historical variations in years of fonnal education. 

Vears experience', Foster careproviders averaged 13 years of direct care experience compared to 
5 years for other careproviders. However, the real d\tfenncB may be even greater as the sampling 
method used in the present study (which sought to interview the direct care person who knew the 
sample member best) may have biased the findings to careproviders with more extensive 
experience In group homes and ICFs-MR. 

Recruitment'. Careproviders were most commonly recruited by other careproviders (38%), followed 
by provider initiated contact and advertisements (20%). The primary motivation for employment 
appeared related to personal attraction to the work rather than financial considerations. These 
reasons seemed unrelated to previous experience involving persons with mental retardation. 

Prior experience and training: Between 40% and 60% of staff depending on the facility type had 
prior experience with persons with mental retardation, depending on the facility type. 

Preservlce training'. Small loster care providers were least likely to have been required to have 
preservice training (54% vs. 72-89% of other providers). A minority of careproviders, between 26% 
and 47%, depending on facility type, had taken courses on mental retardation or on working with 
people with handicaps as part of their general education prior to employment. The amount of 
preservice training ranged from about 56 to 88 hours. 

Insen^ice training'. Most careproviders in small group homes and in ICFs-MR were required to 
receive insen/ice training annually (81%), but only 43% of foster careproviders and large group 
home providers were so required. In the previous year, foster careproviders had received an 
average 15-18 hours, and other careproviders 28-35 hours of elective and required training. 

Training adequacy: The majority of direct care personnel (about 60%) considered their training to 
have been adequate and appropriate, but about a quarter felt they could use more training. About 
12% indicated that training was not sufficiently available. One-third of careproviders were not 
interested in further training. 

Expected length of stay: Overall, 10% of careproviders estimated they would continue in their 
present role one year or less, and another 13% indicated 2-3 years. Foster careproviders expected 
to continue considerably longer than other careproviders, despite their more advanced age. Most 
of the reasons mentioned for working related to areas of personal and/or altruistic commitments. 

Decision to stay: Foster careproviders were most likely to mention age, health or retirement as a 
factor in their decision to stay or leave their job (36% vs. 0-6% of those of other types of facility). 
In contrast, dissatisfaction with the job, hours, salary, and/or administration was more often 
mentioned by staff in larger group homes and larger ICFs-MR as a factor affecting decisions to 
leave (20-31% vs. 5% for foster parents), as was lack of career advancement opportunities (13-25% 
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depending on group facility type vs. 5% of foster careproviders). Respondents anticipating briefer 
stays were more highly educated, and were less likely to indicate that they felt they were treated 
as important and equal members of the resident's team. 

• Salaries: Excluding foster care, current hourly wages (1986) ranged from $5.40 to $9.60, with no 
staUsticaily significant differences among large and small or certified and non-certlfled group homes. 

• Staff ratios and activities: Staff ratios varied from 2.3 to 3.4 residents per staff member in group 
homes and ICFs-MR, with larger homes having higher ratios. There was an average of about 5 
different persons per week who assumed responsibility for residents of group homes and an 
average of about 8 in ICFs-MR. Almost all direct care staff in group homes and ICFs-MR prepared 
meals (96-100% depending on the facility type), most did the laundry (82-87%), a majority did 
maintenance work (47-76%), most attended program planning meetings (80-94%), many set up 
program plans or meetings (53-67%), wrote program plans (40-68%) or supervised other staff and 
scheduled shifts (40-72%). 

• Staffing characteristics and problems: Few group residences had live-In house parents. A large 
number of foster homes had one houseparent with a day job in special education (31-42%). About 
half (51%) of group homes and ICFs-MR reported medium or high rates of turnover (19% reported 
high); the majority of respondents noted problems finding new staff (70%). 

• Professional staff support sen/Ices: All ICF-MR respondents reported visits from nurses, as 
compared to 25% of ihe other facilities. The average number of annual nursing visits per resident 
was 2.7 for foster car'j facilities, 12.7 for group homes, and 14.9 for ICFs-MR. Speech therapists 
rarely visited foster homes (only 2% were visited over a one year period). Speech therapist visits 
were made to 13% of group homes and 45% of ICFs-MR over a one year period. Physical 
therapists rarely visited facilities other than ICFs-MR (32% of ICFs-MR and 5% of others). 
Psychologists were most likely to visit ICFs-MR (68% vs. 18% of others). Behavior specialists visited 
ICFs-MR and group homes more frequently than foster homes (3%). Foster homes generally 
received fewer home visits from specialists than other facility types. 

• Volunteers: Volunteers were not commonly used In the surveyed facilities. They were, however, 
more common in the large facilities (40% of facilities had at least one volunteer) than in the small 
facilities (12% had at least one volunteer). The average number of residen s In these facilities 
would account for only aboiit half the difference. 

Resident C/iarac(er/tt/ct (Chapter 4) 

• Demograptilcs: Within the total sample, 77% of sample members were adults, and 11% were 
children 0-14; foster homes had greater proportions of children and residents 63 years or older. 
The distribution of gender and ethnic status approximated the U.S. census across all facility types. 

• Mobility: Most residents could walk well (70-80% depending on facility type) or with some help (10- 
20%). Nonambulatory residents comprised 12% of foster hme, 4% of group home and 7.5% of 
ICF-MR populations. All residents reported to be 'confined to bed' were children aged 5 months 
to 14 years with severe handicapping conditions. 

• Level of retardation: About 41 % of all residents had severe or profound mental retardation. ICF- 
MR residents tended to be more intellectually h^indicapped than other residents (55-60% of the 
former and 32-37% of the latter were severely or profoundly mentally retarded). 
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Sensory disabilities: The percentage of persons with severe vision or hearing problems was iow, 
generally less than 10 percent. There were tio nsyor differences across facility types. 

Changes in maladaptive behavior. Carepersons reported that more than 50% of all problem 
behaviors had decreased since the resident first came ^ the heme, and 13% had increased in 
frequency; increases occurred more often In larger facilities. The most common recommended 
action was additional staff training (recommended by 6-20% of careproviders depending on the 
facility). 

Epilepsy: About 27% of residents were reported to have epilepsy, with no statistioaliy significant 
differences among facilities. Almost all Individuals with seizure disorders wars reported to receive 
medication for them (91%), 

Health problems: About 30% of residents had special medical problems, ranging from 23% of small 
foster home residents to 40% of small ICF-MR residents. These problems seldom required more 
than monthly visits to a physician or nurse. Heart or respiratory problems were the most frequent 
reasons for needing medical care. 

Health limitations: Approximately' half the number of residents with special health problems had 
limitations In daily activities because of these problems; 'many* limitations because of health 
problems were noted for 6?^ of foster home residents, no group home residents, and 3% of ICF- 
MR residents. 

Medications: About 64% of all residents In the sample too' one or more prescription medications. 
About 26% took medications for health problems, ranging from 13% of residents In small foster 
homes to 43% in small ICFs-MR. Psychotropic medications were given to another 26% of residents, 
ranging from 33% of group home residents, to 26% of foster home residents, to 14% of ICF-MR 
residents. 

Communication skills: Th'ee fourths of ail residents were able to tail<, ranging from 56% of large 
iCF-MR residents to 81% of small group home residents; half of these were reported to be easy to 
understand, and only 15% were reported to be difficult to understand Between 45% of large foster 
home residents and 68% of small group home residents were said to understand most of what was 
said to them. 

Maladeptive behavior: The mean maladaptive behavior scores on the Inventory for Client and 
Agency Planning fell within the normal range for all facility types, even though in each of the facility 
categories, some persons were Identified with severe problem behaviors. Small group home 
residents were reported to have more serious maladaptive behavior than foster home or ICF-MR 
residents, and large ICF-MR residents had slightly more behavior problems than foster home 
residents. Those with at least one problem behavior ranged from 46% in large group homes to 
90% in small group homes. Withdrawn or Inattentive behavior was most common among group 
home and least common among foster home residents; externalized (aggressive or disruptive) 
behaviors were similar in prevalence to other behaviors, but very low in frequency and severity for 
most residents. The relatively low rates and severity of problem behaviors appears due In part to 
restrictions in admission (see Chapter 3). 

Adaptive behavior: Group home residents were most independent in setf-help sl<ills as well as 
community living sl<ills. and foster home residents were least independent. When residents aged 
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21-63 only were included, foster home and ICF-MR residents were similar in adaptive behavior skills, 
and were slightly less independent than group home residents. Across facility groups, 50% to 75% 
of residents were Independent In toileting skills, 52% to 79% were independent in eating skills, 41% 
to 66% were Independent In dressing skills, and 37% to 57% were independent in bathing skills. 
Generally, less than 20% of residents requirec< physical assistance for self-holp skills. Rates of 
Independence were lower for community living skills, although many persons (20-30%) use the 
phone, public transportation or buy groceries with little or no assistance. 

• Placement history: Nearly half of foster home and small ICF-MR home residents had entered the 
residential sen/Ices system by the age of 10 years; less than 20% of group home residents and 
26% of large ICF-MR residents had entered residential settings by age 10. Group homes had the 
lowest placement rate for young children, and the highest rate for persons 40 years of age or older. 
Foster home residents had been in the current setting much longer in than group home and ICF- 
MR residents, averaging 10 years in contrast to about 3 years for the others. Tli? most common 
previous placement was a state institution (40% of foster care, 50% of group home and 65% of ICF- 
MR residents), with the next most common previous placements with parents or relatives (about 
20% for foster, 28% for group and 14% for ICFs-MR). About 24% of foster children came from other 
foster homes. Two dozen reasons were provided for the current placement, with many of the 
reasons related to movement toward c. eater eocial and physical integration, better service and 
placement in more home-like settings. 

• Projected future placemerits: About two-thirds of respondents indicated that there were no known 
future plans for the resident to move. This ranged from about 55% of large ICF-MR residents to 
about 80% of large group home residents. Respondents perceived a high degree of satisfaction 
on the part of residents with their current placements (80%), but about 20% to 40% depending on 
facility type indicated that residents could eventually move to more independent placements. 

Reslder^t Relatlonshlpt and Actlvltle* (Chapter 4} 

• Relatloriships /n home: About 80% of foster careproviders said they perceived residents primarily 
as family members, whereas group home staff most often perceived residents to be friends or 
trainees. Group home staff were less likely than iCF-MR staff or foster careproviders to know a 
resident's dislikes among foods or favorite possessions. 

• Household chores: Among ambulatory adults who could talk, group home residents were most 
likely, and foster home residents least likely, to be expected to perform household chores. 

• Family coritact: About two-thirds of residents (69%) were reported to have regular contact with a 
parent or relative. Careproviders felt more should be done to involve natural families for one third 
of residents and ha«f of all residents were reported to desire more family contact. About 13% of all 
residents were reported to have no known relatives, Including 21% of the foster home residents. 
Careproviders considered other family commitments (20%), distance (19%), lack of interest (15%), 
and the resident's behavior (6%) the most common reasons for limited family contact. 

• Friendships: About 60% of residents were reported to have one or more friends other than relatives 
or staff, with no significant differences by facility type. About half of all residents were reported to 
have a person they went to for help or advice, typically the foster parent, staff or relatives. Less 
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than one-quarter of residents were reported to have anyone who depended on them, and less than 
half were said to belong to a group that got together regi'iarly at which they would be missed. 
Very few residents were reported to get along poorly with othor residents. Most of the "bast friends' 
of residents, other than staff, were other persons with handicaps in the homes or day programs. 
They were primarily of the same gender and age. 

Neighbors: About 70% of all residents had met at least one of their neighbors. Residents of 
smaller facilities had met neigh* ors more often (78%) than residents of larger facilities (66%). Small 
foster home residents were jnore likely to meet (87% vs. 67% of other residents) and to have been 
invited into neighbor's homes (51% vs. 24% of other residents). Neighborhood acceptance was 
reported to be relatively high. Only about 10% of foster and 20% of group home residents were 
reported to be avoided by neighbors, and very few (3%) were said to be received with hostility or 
annoyance. About 20% had experienced particularly positive incidents in the neighborhood and 
11% particularly negativ. Incidents. 

Leisure participation: Sample members engaged in a wide range of leisure activities. They 
participated in these activities with somewhat greater frequency than members of a comparison 
sample from the general population. 

Leisure activities: Activities engaged in by r majority of sample members at least veekly included 
listening to the radio, records or tapes, watching television, going for walks away from the facility, 
and participating in active physical exercise. Activities in whicn 25% to 50% of residents 
participated at least weekly Included attending religious sen/ices, shopping, particii>atlcn in bowling 
and other sports, visiting friends, and engaging In personal hobbies. Activities in vhirh a majority 
of residents were said to participate 'practically never" included writing/dictating letters (with or 
without assistance); looking at reading material; going to the library; entertaining friends; sewing, 
crocheting or knitting; going to a tavem or bar; or going on a date. 

Facility differences In leisure activities: Few statistically significant differences were noted among 
facilities in residents' participation in various leisure activities. Those noted included that foster 
home residents were more likely to be reported to practically never go to movies (43%), go 
shopping (25%), engage in bowling or other participetory sports (43%), go for a walk away from the 
house (17%), go to a tavem or bar (94%), go to a party or a dance (29%), or go on a date (93%). 
Differences between group homes and ICFs-MR were relatively minor, with group home residents 
more likely to shop at least weekly and loss likely to fake part in bowling and other participatory 
sports. 

Leisure activity supervision: Approximately 80% of residents were reported to need supervision for 
leisure activities away from the home. The primary source of supen^ision for residents needing It 
was staff of the residential facility. Most leisure activities were engaged in along with several other 
residents {38%) or all other residents (35%). About 10% of the time residents were reported to be 
individually accompanied by a careprovider. About 16% of foster home residents we: 3 repoitod to 
be usually accompanied by friends or by family. 

Contact with nonhandicapped persons: Slightly less than half of all residents, usually foster home 
residents, were reported to have regular social contact with nonhandicapped people other than staff 
or family. About one-third of those with contact with nonhandicapped persons were said to receive 
this contact primarily through church activities. About 22% received It through networks involving 
family, friends and present or past staff. About 12% received contact primarily through relationships 
with neighbors and 16% through leisure activities and outings. 
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• Individual habllltatlon plans (IHP): There were no facility differences In the inclusion of self care 
skills in residents' IHPs; however, community living skills were considerably more often goals for 
group home and ICF-MR residents (75%) than foster home residents (45%). 

Program CharactarMlQB (Chapter 5) 

• Case management Over 95% of foster home and ICF-MR residents and 87% of group home 
rosidents had case managers. Foster and group home case managers were primarily affiliated with 
slate, regional or county agencies. ICF-MR residents' homes were equally likely to leave case 
management from a state, regional or county, or provider agency. Most commonly, case managers 
visited monthly; about 15% visited residents every six months or less often. Foster parents 
generally felt case managers understood the resident's needs, abilities and problems very well; 
group home staff members were less favorable. Indicating less frequent provision of the various 
service functions than respondents from other facilities. The typical case manager visited each 
resident about every one to three months for at least 30 to 60 minutfjs in duration. Case managers 
were reported to fulfill a number of functions, most related to monitoring the status of residents. 
Less emphasis was given to specific technical consultation on the needs of residents or in providing 
assistance to the providers. 

• Program plans: Nearly all respondents reported availability of program plans with goals and 
objective 5 (87 to 97%). Gmall foster home providers were somewhat less likely thari other programs 
to •'Gport available plans and to actively participate in their formulation. RQspond»ints did not report 
themselves to be highly involved In formulating plans. 

• Day programs'. More than 95% of persons living In group homes and ICFs-MR and 90% of foster 
home residents had a day program outside the residential facility. Day activity center and sheltered 
workshop programs were the most common placements, with foster home residents somewhat 
more likely to be placed in day activity centers. Over two-thirds (69%) of residents attending school 
attended special schools rather than classes In regular schools. There was very little evidence of 
Integrated day programs or community-based employment options for the sample. Over 80% of 
programs were within ;20 miles, typically taking less than 30 minutes one way. Transportation was 
more likely to be provided by the program/other agency In foster homes, whereas group and ICF- 
MR homes were someivhat more likely to provide transportation. A majority of careproviders had 
contact with day program staff onco a month or more frequently Reasons for contacts were mainly 
related to logistical issues, training goals, behavior problems and the progress of residents. 

• Specialized services'. The majority of residents did not appear to have serious recurring medical 
problems requiring that they be seen by medical doctors. Problems in the availability of health care 
were infrequent and diffuse in nature. About 70% had seen dentists 1-2 times In the previous year. 
ICF-MR residents were most likely to use nursing and dietary services, and foster homes used 
slightly more occupational therapy, but both occupational and physical therapy were Infrequent, as 
were counseling, psychological and speech therapy sen/ices. Social work services were more 
frequently received than other behaviors! services. Overall, foster home residents were less likely 
to have seen medical specialists than other residents. The vast majority of residents received few 
if any services, with only about half of the residents in all facility types receiving any type of 
specialized service over the previous year. Most careproviders reported that residents did not need 
additional services. 
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Compariion With General Public (Chapter 6) 

This study indicated that the community residential facility sample was generally much less well 
integrated into the life of the community than was a sample of the general population. Differences were 
greatest in the areas of vocational/educational integration and social integration. Differences were least 
and actually favored the sample of persons with mental retardation in community residential facilities in 
the area of leisure/recreational integration. 
Concluelon 

This study indicated that many persons with mental retardation, even those with severe mental, 
physical and behavioral impairments, are functioning well in small living arrangements in normal 
communities. High rates of satisfaction and relatively positive community and neightx)rhood acceptance 
were reported. The data in this study showed relatively high levels of community and domestic 
participation, with and without support, among residents of these programs. But the data also indicated 
limited vocational, educational and social integration, and efforts to prepare persons for more 
independent lifestyles. In general the study suggested that if cutturally typical levels of integration and 
participation in the community are to be the goals of community living then increased efforts to promote 
them are needed. Some of these efforts may need to be tailored to specific areas for specific types 
of facilities (e.g., increasing domestic activities among foster home residents), but in the broadest sense 
the challenge appears to be primarily that of assuring that the positive levels of integration and 
participation reported for many members of the sample become more commonly available to all 
community facility residents. Despite the limitations of community facilities in assuring full integration, 
the most predictable way to social involvemrant, personal development, community participation, and 
independence for people with developmental disabilities in residential settings remains providing them 
the opportunity to live in a small community setting. 
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CHAPTER 1 
bACKGR D AND OVERVIEW 

This report exa^'.iines in considerable detail the most rapidly growing types of residential settings 
for providing sijpervised community-based care to persons with mental retardation and other 
developmental disabilities, specialized foster homes and group homes with 6 or fewer residents.' The 
study described was designed to provide a comparative look at such facilities,' the characteristics of 
the careproviders who work in those facilities, the characteristics of residents, and the programs, 
sen/ices, and experiences that contribute to their lives 'in the community.' T\\e need for such a study 
derives from major changes that have been occurring over the past 20 years in the nature and locus 
of residential services for persons with mental retardation. Between 1967 and 1987 the average daily 
populations of state operated residential facilities for persons with mental retardation decreased by 
100,000 from about 194,700 to about 94,700 (White, Lakin. Hill. Wright. & Bruininks. 1988). Although 
the numbnr of persons with mental retardation in state institutions is still sizeable, this once 
predominant source of residential care now has fewer residents than facilities of 15 and fewer residents. 

In recent studies of residential placements for persons with mental retardation in the United 
States two pronounced trends are evident: 1) a rapid decrease in the number of people in the very 
largest of residential facilities, and 2) a rapid increase in the number of people in the smallest facilities, 
especially those of six or fewer residents. For example, between 1977 and 1987. the number of 
residents with mental retardation in facilities with more than 300 residents decreased by 52% from 
143,000 to 69,000. At the other extreme the number of residents with mental retardation in facilities with 
15 or fewer residents increased from 40,424 to 118,570 over the same ten year period (Wnite, Lakin, 
Wright, Hill, & Menke, 1989). While statistics on the number of people in placements of 6 or fewer 
residents are less readily available, there are many indicators of rapid growth in these smallest facilities. 



'Frequent reference is made in this report to alternative forms of residential 'services' or 'care.' In 
this context these terms refer to a range of functions and responsibilities fulfilled by residential settings, 
including personal care, supen/ision, training and other 'sen/ices.' 



For example, between 1977 and 1982 the number of people In facilities of 6 or fewer residents grew by 
over 60% from 20,400 to 33,200 (Lakin, Hill & Bruininks, 1985). A sample of 23 states reported 35% of 
their total population of persons with mental retardation as of June 30, 1988 to be in facilities of 6 or 
fewer residents. Assuming these statistics are nationally representative, approximately 90,000 persons 
with mental retardation would have been in facilities of 6 or fewer residents in June 1988. In 1982, 
nationwide, of all facilities licensed to provide iong-tenn residential care for persons with mental 
retardation, two-thirds (67%) had six or fewer residents. In 1988 approximately 85% of all licensed 
placements (separate living units) had 6 or fewer placements. 

The trend away from large facilities and toward placement in small, community-based facilities 
has been clear and relatively rapid, it is supported by prevailing principles of appropriate care and 
respect for persons with mental retardation (i.e., nonnallzation and placement in the least restrictive, 
most integrated setting feasible), as well as a growing and convincing body of research regarding their 
habilitation. Virtually all states now have explicit policy objectives related both to reducing the number 
of people living in large institutions and increasing the number of people residing in small residential 
facilities (especially those of 6 or fewer residents). There is also a growing trend within staies to limit 
newly developed facilities to sizes in the range of 5 to 8 residents (Lakin, Jaskulski, Hill, Bruininks, 
Menke, White, & Wright, 1989). 

Two types of residential facilities house the vast majority of small facility residents-foster homes 
and small group homes. In foster homes, residents witli mental retardation live in a residence that is 
owned o.' rented by individuals or families to sen/e as their own primary domicile. The primary goal of 
this model of care is to provide a normal family living experience for residents. In small group homes, 
resioents live in a facility that is owned or operated to sen/e as a residential facility an'^ paid staff 
memtxtrs come to provide care, supervision, and training to the residents. While small group homes 
facilities attempt to emulate typical' households, they generally also maintain a training orientation. 
Some of the distinctions between these two models are less clear in aciuai practice. Many small group 
facilities have live-in staff for whom the facility sen/es as their primary domicile. Many foster hon es, 



particularly those with 3 or more residents, hire part-time or temporary help for certain times of the day 
to perform specific household tasks, or to provide periods of respite for the careprovider family. Many 
foster homes provide training, sometimes through formal contracts, or more informally as part of the 
general concern for the vt^ell-being of the Individual with mental retardation. 

The last comprehensive national effort to count the number of foster homes and small group 
homes and resiw snts was a 1982 survey that asked careproviders themselves to choose from among 
six definitions the one that was most descriptive of their facility (Hill & Lakin, 1986). At that time almost 
all (96.4%) of the persons with mental retardation in the smallest residential facilities (6 or fewer 
residents) were In facilities self-described as foster homes or group homes (as opposed to personal 
care, board and care, or semi-indepenuent living arrangements). Of the nearly 33,000 residents of 
foster homes or small group facilities the number was nearly equally distributed between specialized 
fostor homes (17,147 residents in 6,587 homes) and small group homes (15,701 in 3,557 homes). In 
1C36 the Inventory of Long-Term Care Places (ILTCP) attempted to survey ail residential facilities for 
persons with mental retardation, including the smallest ones, to build a sample frame for the Institutional 
Populations Component of the 1987 National Medical Expenditure Survey. Unfortunately the ILTCP 
identification effort was particularly unsuccessful with respect to the smallest facilities, so much so that 
th& 1967 National Medical Expenditure Sun/ey dropped all facilities with 1 or 2 residents from its survey. 

There are two primary reasons for lookirsg closely at residential sen/ices and resident 
experiences in foster homes and small group homes. First, as noted, these are by far the fastest 
growing models of care within the various state residential care systems. A second and clearly related 
reason is that these types of facilities appear to be those that are best able to provide the kinds of 
residential experiences that the prevailing philosophy and psychology of care and habilitation suggest 
to be the most desirable, most appropriate, and most beneficial re&'dential alternatives for persons with 
mental retardation. Before looking more closely at research regarding these specific models of 
residential care, the contemporary ideas and ideals that are propelling this rapid development of these 
small cominunity based residential settings are briefly reviewed. 



Pi-evalling Philosophy and Psychology of Residential Services 
The Deln$tHutlonallzatlon Movement 

Over the past two decades dramatic clianges have been taking place In long-term care services 
for persons with mental retardation and other developmental disabilities. Tliese are reflected In the fact 
that the average dally resident population of persons witli mental retardation In state mental retardation 
and mental health institutions in Fiscal Year 1987 was only 43% of the average of Fiscal Year 1967. 
The magnitude of this change has t«en due to tlie concerted effort to move the care of persuns wi 
mental retardation from institmions to community-based settings. Tliis policy, termed 
deinstitutionalization, has been fonnaliy supported by every presidential administration since Kennedy's. 
It is also evident in tlie institutional population statistics of virtually every state. For example, between 
Fiscal Years 1985 and 1987 on^y two states increased tlieir average daily population of state institutions 
(by a total of 26 residents), while nationally tliere was a decrease of 11,613 In average dally population 
of state mental retardation institutions (10.9%). 

There have been a number of factors promoting the move from large public institutions to 
community-based residential programs. Among tliese have been the following: 

1. Public expoaei on the Inadequate and often Inhumane care provided In large 
Institutional aettlngs: Among the most Influential of these were Robert Kennedy's well- 
publicized unannounced tours of two state institutions, Rivera's televised visit to 
WillowbrooK, and Blatt and Kaplan's photO)Vaphlc essay of life in state institutions. 

2. Reatiarch documenting the dehumanizing and ultimately debilitating effecta of the 
aocial aystemt In total Intiitutiona by sociologists and anthropologists Including 
Go'ffman (1961), Vail (1967), and BraginskI and BraginskI (1971). 

3. Civil rightt movements and related Judicial decitions: A major tenet In the move to 
expand the civil rights movement to persons with disabilities has been the concept of 
normalization, I.e., the right to a life as culturally normative as possible. Since 1972 in 
the Wyatt vs. Sticiiney case in Alabama, a multitude of state and federal courts have 
supported normalization, recognizing that persons with developmental disabilities have 
a right to long-term care in the 'least restrictive alternative' (I.e., the most culturally 
normative setting in which an Individual can be adequately cared for). 

4. Parent-con9u:i^er advocacy movement srgumenta for long-term care provisions that 
are as cutturaily normative as possible: The Association for Retarded Citizens-United 
States and its state and local afTiliates in particular have aggressively pursued, In courts 
and legislatures, the development of community-base'1 services for persons with 
handicaps. 

4 
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5. RetBar^h documenting t/it adaptability to community tettlnga of persons with 
mental retardation who were released from institutional settings or who were placed 
directly Into community-based alternatives (Edgerton, 1967; Jackson & Butler, 1863; 
Kraus, 1972; Krishef, 1959; Wolfson, 1956). More recently this research has been 
supplemented by reasonably well-designed longitudinal studies comparing the 
habilitative effects of community vs. institutional placements. A recent review by Larson 
and Lakin (in press) summarized the findings of consistent gains in adaptive behavior 
associated with moving from public institutions to community facilities. 

6. Growing knowledge about the critical Importance of the environment for Instruction 
and learning, generalization, maintenance and adaptation for p^V'sona with 
developmental ditabllltlea. It has become more generally understood that behaviors 
that are ultimately desired for certain settings are best learned in those settings, j.e., If 
one ultimately intends that persons with developmental disabilities participate in a 
community (or family, school, etc.), the required skills can be most effectively taught in 
the environment where *he ultimate performance Is desired. This is especially true for 
persons with more severe handicaps (Brown, Ford, Nisbet, Sweet, Donnellan, & 
Qruenewald, 1983; Fah/ey, 1986; Stokes & Baer, 1977). 

7. The growing availability of federal funding altematlvee for non-lnstltutlonal care: 

The availability of federal funds through Supplemental Security Income, Title XX support 
for communily-based sen/ices, ICF-MR funding for small community-based residential 
facilities, and the enactment of the Medicaid Home and Community-Based Sen^ice' 
waiver, have had a very significant impact on states' ability to provide funding for 
community-based care for persons with mental retardation (Boggs, Hanley-Maxwell, 
Lakin, & Bradley, 1989). 

All of these factors have combined to create significant pressure to decrease populations of 

state institutions, with deinstitutionalization being the term coined to represent both the social policy 

and administrative process of depopulating institutions through releases and reduced first admissions. 

Critics have charged that the term deinstitutionalization has often been used to mean no more than the 

physical 'placement' of individuals (Bachrach, 1981, 1985). Whether persons leaving large public 

congregate care facilities live less controlled or dehumanizing (i.e., less institutionalized) lifestyles, or are 

better Integrated or more actively participate in culturally typical social settings, is too often ignored. 

While It is undeniably the case that community living for many people contains some of the most 

negative aspects of institutional living-group treatment, Isolation, disoccupation (Bercovici, l983)--it is 

equally clear that In general when compared with institutionalized persons, people living in community 

settings have substantially better Integrated and more typical life experiences (Conroy & Bradley, 1985; 



Felce, deKock, & Repp, 1986; Hill & Bnjinlnks, 1981; Horner, Stoner, & Ferguson, 1988; O'Neil, Brown, 
Gordon, Schonhom, & Green, 1981). 

There have been In recent years two basic concepts which have both provided Impetus to the 
deinstitutionalization movement and promoted better integrated and more typical lire styles among those 
affected by deinstitutionalization, either through their being released from Institutions or through their 
diversion from an initial institutional placement. Two concepts of importance in this regard are 
nonfnalization and least restrictive environment. 
Normalization 

No term In recent years has been more influential on residential services for persons with 
mental retardation than 'normalization.' Normalization provides a moral as well as habilitative standard 
by which services to r>ersons with disabilities can be assessed. Simply put, the standard is whether 
the conditions of daily life of the individual with a disability are as close to the cultural norm for a 
person of his/her age as the extent of the person's disability allows. Normalization provides significant 
counterpoint to attitudes and practices that once categorically assigned persons with disabilities to 
segregated and professionalized programs with virtually no recognition of their rights and potential to 
benefit from participating in their own community. Normalization is elegant in its simplicity, while 
providing a useful and egalitarian guide against which to examine the provision of care to persons with 
mental retardation. 

f\s defined by one of its most noted proponents and primary developers Nirje (1976), 
normalization means: 

making available to all mentally retarded people patterns of life and conditions of 
everyday living which are as close as possible to the regular circumstances and ways 
of life of society. ... a normal rhythm of tha day, with privacy, activity, and mutual 
responsibility; a normal rhythm of the week, with a home to live in, a school or work to 
go to, and leisure time with a modicum of social Interaction; a normal rhythm cf year 
. . . opportunity to undergo the normal developmental experienr^es of the life cycle . . 
. respect and understanding given to the silent wishes or expressed self-determination 
. . . relationships between sexes. . . If retarded persons cannot or should no* 'Ve in their 
family or own home, the homes provided should be of normal size sn .tuated in 
normal residential areas, (pp. 231-232) 
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The normalization concept duds not focus on services or habilttation per se. Instead, the 
principle of normalization promotes a standard of valuing an historically devalued group of people 
against which the appropriateness and quality of service can be judged, that is, whether the treatment 
of the individual reflects the acceptance of him/her as a rightful and valued member of the culture, 
allowing that person the opportunity for the maximally normal patterns and experiences of living that 
his/her disability reasonably allows. 

Normalization as a philosophy and as a guide to professional practices has been in substantial 
opposition to practices of segregated treatment of persons with mental retardation. Such treatment 
obviously does not reflect recognition of persons with mental retardation as having an equal interest in 
participating in their own culture, in contrast the normalization principle contends that these interests 
are inherent in one's value as a person and member of the community, that they are primary Interests, 
and that treatment' must be subjugated to and in sen/ice of these greater interests. Advocates of 
normalization argue that it is the very nature of institutions to subjugate any interests aiat normally 
derive from their residents' community membership to the institutions' custodial and 'habilitative' 
intentions. 

T/io Least Rettrictlv Ervlronment 

Normalization is generaLV operationalized in the concept of the least restrictive environment 
(LRE). The LRE has been noted as the setting of choice by Congress in the Education for Ail 
Handicapped Children Act of 1975 (P.L 94-142) and in the D6\'elopmental Disabilities Assistance and 
Bill of Rights Act (P.L 94-103), which reads, in part, as follows: the treatment, sen/ices, and habilttation 
for a person with developmental disabilities . . . should be provided in tiic setting that is least restrictive 
of the person's personal liberty' (42 U.S.C. Section 6010). It has also had a major impact on day-to- 
day decisions regarding placement and program desigrt by helping agencies and providers 
conceptualize sen/ices with range and flexibility in intensity that respond to developmental differences 
and developmental progress. In a general sense the concept of LRE can k>e seen as a marker for the 
general goal of providing services to persons with mental retardation in settings that afford the maximum 
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level of social integration while appropriately meeting clients' needs for care and supervision. But the 
■restrlctlveness* of a setting is reflected not only in the degree to which it is isolated from the ongoing 
activities of the society and its citizenry. A setting can also be considered restrictive if it does not 
enhance personal growth and development. With respect to both opportunity for independence and 
Integration and long-term personal development, the benefits of the rtMatlvely lesser restrictlveness of 
small, community-based settings over large institutions are becoming increasingly well documented 
(Lakin, Hill, & Bruininks, 1986). 

In a comparative sense, the restrictlveness of settings is discernable, but the concept of the 
least restrictive environment for appropriately meeting the needs of a particular individual can be the 
source of considerable conflict. Critics contend that the lack of clarity of specific operational conditions 
for defining a least restrictive placement has caused the tenn to be misused. The most analytical and 
comprehensive criticism has been Tayior's (1988). He notes the following as significant limitations of 
LRE. First, that the LRE principle legitimates restrictive environments," by assuming that placements 
cen be meaningfully put on a continuum from least restrictive to most restrictive with people apportioned 
to those placements based on their levels and types of impairment. Second, that the LRE principle 
confuses segregation and integration on the one hand with intensity of sen/Ices on the other* by 
designating certain settings as being centers for responding to intense service needs, centers which 
often are also large, segregated, highly restrictive settings. Third, that the LRE principle is based on 
a readiness model" which presumes that people should be moved from more restrictive to less 
restrictive placements based on their personal development rather than as a response to their basic 
rights. Fourth, that "the LRE principle supports . . . professional decision making" by suggesting that 
the extent to which people live in arrangements that are physically or socially integrated into the society 
should be within the discretion of professionals (pp. 45-47). These and other of Taylor's criticisms of 
the LRE concept, at least as it is operationalized, can be supported by data. For example, the fact that 
in 1987 there were about 60,000 people with profound mental retardation in state institutions (White, 
Lakin, Hill, Wright, & Bruininks, 1988) and only an estimated 16,000 in facilities of 15 or fewer residents 
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(Lak!n, Hill, & Chen, 1989) strongly suggests that the least restrictive environment for people with 
profound mental retardation has in the past been perceived to be InstKutlonal care. On the other hand, 
more recent emphasis Is being placed on people with severe handicaps who are demonstrating dally 
through successful experience in community settings that the least restrictive environment is a 
communlty-t}ased living arrangement. This is reflected in the fact that while the total number of people 
with mental retardation living in community facilities Increase J by a remarkable 190% from 1982 to 1987. 
the number of people with profound mental retardation In community facilities increased almost as 
rapidly (170%). 

Small foster homes and small group homes (no more than 6 residents) are generally regarded 
as representing the most normalized, least restrictive environments for extra-familial, non-independent 
living for persons with mental retardation. It Is largely for this reason that they are the most rapidly 
growing models of care In the United States and have been targeted for continued rapid expansion In 
the plans and policies of most states (l-al(ln et al, 1989), and through major national policy reform 
proposals, most notably in the Medicaid IHome and Community Quality Services Act (S. 384). In 
studying foster family homes and small group homes it Is important to attend to the realization of 
normalization and less restrictive living for people in these settings. It is Important to identify gaps that 
exist between the potential of such facilities and the realities of life In them. It Is, therefore, important 
to examine how the Ideals and goals of these models of care are reflected in the daily experiences of 
the people who live In them, In addition to gathering data on facility and resident characteristics. 

Research which examines the typical patterns of community life In these facilities. Including the 
social, leisure, and recreation activities of residents, the nature of their daytime activities, their access 
to and need for health and social sen/ices, and their involvement in activities and personal interactions 
Is important In examining lives of persons living In these small facilities. In addition, research which 
looks at the attitudes and practices of careproviders In teaching and providing opportunities to perform 
skills of functional value, and in encouraging participation in culturally valued roles at the highest 
feasible level of independence, assists in evaluating this link t>etween ideals and practices. This study 
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was designed to assist in responding to these needs. As such it adds to a growing body of research 
on foster homes and smail group homes and their residents. Prior and current research In this area 
bearing on the issues addressed in the present study are reviewed in the foiiowing pages. 

Foster Care 

The origins of foster care for persons with mental disabilities have been traced as far back as 
the sixth century In Gheei, Belgium (Caplan, 1969). Examining foster care In this same city many 
centuries later, Doll (1934) noted that, In comparison with the institutional care then predominant In the 
United States, foster care was 'both more economical and more satisfactory to the patient and his family 
than ordinary Institutional segregation. The patient has the advantage of adequate medical care and 
social supervision, as well as the advantages of family life and personal freedom consistent with his 
disabilities and limitations' (pp.42-43). 

Significant use of foster care as a long-term care option In the United States has occurred since 
the early part of this century (Lakin, Brulninks, & Sigford, 1981). New York and New Jersey's foster care 
programs for persons with mental retardation are over half a century old, having developed as rvX of 
the early efforts in deinstitutionalization in the 1920s and 1930s. These programs were seen then, as 
now, to present a number of Important benefits over public Institution and other congregate care 
placements. Pollack (1940) noted that they provided more natural and sociable environmenis for people 
to live in while demonstrating a considerable cost savings over institutional care. Such endorsements 
notwithstanding the enthusiastic development of the foster care model in the first third of this century 
fell Into a period of stagnation in the second third, during which in'^.titution development became virtually 
the sole response to residential care needs. 

In the final third of this century, as deinstitutionalization began to include people who were 
mentally retarded as well as mentally ill. foster care once again gained popularity as an alternative to 
Institutions. According to Morrisey (1966), by 1966 about 6,000 persons with menial retardation were 
In generic foster care placements. By 1982 over 17,000 persons with mental retardation were in 
specially licensed fostt ^re settings for persons with mental retardation (Hill et ai., 1984) and another 
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14,135 children wtth mental retardation were identified as of December 31, 1985, to be in generic^ 
(county) foster care programs (Hill, Lal(in, Nr)vak, & Wliite, 1987). 

The stress on normalized, less restrictive, and maximally integrated residential alternatives 
(Wolfensberger, 1972) has led to a concerted search for models that provide life experiences which are 
as close as possible to the daily experiences of the general citizenry. Obviously, the foster care model 
has an inherent appeal in this regard, given the assumption that family care residents live in normal 
homes In normal neighborhoods, and participate in normal household and community activities. 

The accelerated use of foster care has also been responsive to the increasing financipJ press 
on state residential services systems. The cost of long-term care has increased dramatically in recent 
years. For example, controlling for changes In the Consumer Price Index, the per resident cost of care 
in state institutions increased 295% between 1970 and 1987 (White et al, 1989). Although less 
information is available on cost increases among private facilities, between 1977 and 1982 average per 
resident daily costs nearly doubled, with an increase of 96.5% in nominal dollars and 60.5% in dollars 
adjusted for inflation. The magnitude of these cost increases have challenged states to carefully 
examine models of care that might reduce state expenditures. The simple per-resident per-day cost of 
specialized foster care is substantially belov. that of any other form of full-time, supervised care. Among 
small (6 or fewer residents) group homes in Fiscal Year 1982 the average per resident per day cost of 
care was $41.22; for foster homes the average was $16.15 (Lakin, Hill, & Bruininks, 1985). While It Is 
sometimes the case that the average payment to foster care providers does not reflect all the costs that 
are typically included in reimbursements to other types of facilities (e.g., foster care residents may have 
small clothing allowances, may receive a limited number of paid respite care days, and costs of 
insen/ice training are less likely to be included in the reimbursement rate), clearly foster homes are 
substantially less costly on the average than staffed facilities. 

The main issues in evaluating the foster home model are whether the model's potential for 
integrated, normalized living experiences foi residents are actually realized, and whether the lower 
payments for care and supervision reflect lower qualities of care and supervision. It has been rather 
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clearly demonstrated that the lower costs of foster care when compared with staffed residences do not 
derive from a substantially different clientele. In 1982, 36.4% of foster care residents were severely or 
profoundly mentally retarded versus 37.8% of residents of small (1-^ residents) group facilities; 13.1% 
of foster home residents versus 9.4% of persons In small group facilities were not toilet trained; 9.3% 
of foster home residents were non-ambulatory compared to 7.4% In small group homes (Hill & Lakin. 
1986). tt should not be particularly surprising that small group home and foster home residents have 
similar characteristics, in that the primary factor predicting placement In one .model or another is state 
policy with regard to its use rather than differential characteristics of residents (e.g., California and New 
York are traditionally heavy users of foster care). 

While there has never been an Intensive study of a nationally representative sample of 
specialized foster care settings, a number of investigations have examined the lives of persons with 
mental retardation In foster homes. Previous studies have varied somewhat in their conclusions. In the 
early 1970s, Baker, Seltzer, and Seltzer (1974) expressed some concerns about the family care model 
In that they noted that while residents were generally well-Integrated into their foster families, they often 
were given few responsibilities and relatively little opportunity to develop !ndepen' n living skills. They 
concluded that many foster homes were somewhat overprotective of residents when compared with 
small group homes, although the differences might have been somewhat affected by the greater 
average severity of retardation among their sample of foster home residents. They also commented on 
the particularly wide variation among placements, noting that, 'Perhaps the absence of any discemable 
similarity In programming among community residences is the most outstanding characteristic of the 
foster home model. The operators of these homes tend to determine totally the quality of life within the 
home; and thus residents are dependent on the particular attitudes and skills of their family care 
operations' (p. 97). 

Another observational study raising questions about whether the Ideal of foster care was being 
realized was the Bjaanes and Butler (1974) comparative observation of two adutt foster homes with 4 
and 6 residents and two board and care facilities with 30 and 50 adult residents, aii housing people 
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who were relatively mildly handicapped. They examined dimensions of physical environment, support 
to residents, attitudes toward residents, and the behavior of residents. Behavior was further broken 
down Into active and passive leisure, work and chores, personal activity and social Interaction. The 
authors noted large and systematic differences In the Independent behavior among residents of the two 
types of facilities and concluded that the board and care facilities were more conducive to the 
promotion of Independent behavior than were the foster care settings. 

Other studies of the foster care model that have anived «rt rather critical assessments of the 
programs studied Include a study of Canadian foster homes by Murphy, Penner, and Luchlns (1972). 
They concluded that not only did most foster care residents not participate In normalized social 
relationships to the point of Interacting with typical citizens, they had relatively few Interactions with 
members of the foster family. In fact, the authors argued that they found little advantage In the foster 
care arrangements of their subjects over the Institutions where these individuals had formerly lived. 
Edgerton's (1975) Intensive observations of individuals In foster care settings also have noted that many 
residents of such settings were living lives that were more restrictive and less integrated than those of 
residents of many considerably larger staffed residences for persons with mental retardation. 

On the positive side, Scheorenberger and Felsenthal (1977) compared specialized foster care 
homes with group homes. They observed that foster care residents tended to enjoy greater autonomy 
and less group treatment than was the case for group home residents and that fosiar home residents 
were more likely to use generic community resources used by the general citizenry. 

In a more recent study, Anderson, Lakln. Brulnlnks, and Hill (1987) compared foster care for 
older persons with mental retardation to other residential placements. Including group homes of up to 
15 persons, larger private facilities (16 or more residents) and state Institutions. A 10% national sample 
of foster homes with one or more residents aged 63 and older was selected for study, for a total of 68 
foster care homes and 96 residents. Residents of foster care homes were found to bo remarkably 
similar to residents of other community placements In level of retardation, functional skills and a variety 
of health related Indicators. Both qualitative and quantitative findings suggested that foster and group 
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home care residents made far more use of community faciiities and services used by nonhandicapped 
persons (e.g., grocery stores, department stores, churches, restaurants, banks) than did residents of 
larger public and private facilities. Foster home care residents were most active in generic senior 
centers, and group home residents most active In leisure activities designed for persons with 
developmental disabilities. Foster care residents visited friends more often than other residents, were 
more likely to have nonhandicapped friends, and had been Invited Into neighbor's homes far more often 
than persons In any other residential placement. However, foster care providers appeared to be more 
reluctant than group home providers to involve residents In household chores, such as cooking and 
cleaning. 

In perhaps the most comprehensive study of foster care to ^ate, Wilier and Intagiiata (1982) 
compared 229 residents In 140 specialized foster care homes with 109 residents of 11 group homes 
in New York State. The groups were comparable In age (mean of 46 years) and roughly comparable 
in level of handicap (40% of the foster home recipients and 30% of the group care recipients were 
seveidly or profoundly retarded). All subjects were at least 13 years old and were former state 
Institution residents living In a community-based setting for at least 2 years. The authoi-s noted that 
residents of both types of homes were seen by caretakers as ber.eflting from their extra-institutional 
placement and that both groups used a wi ie range of resources within their communities. The authors 
noted, however, that there was as m.uch variation within the two placement types as berween them. 
In addition, other than cost, the absence of factors that differentiated between the t^'pes of facilities 
sutigested that neither the nature nor the quality of care within the two care models was primarily a 
func:tlon of the models themselves. 

While research on the effectiveness of foster care settings is quite limited, more recent studies 
using larger samples show somewhat greater degrees of community Integration, friendships and 
opporiunitles for developing culturally useful skills than larger residential alternatives. It also represents 
the lowest cost alternative for out-of-home placement. As Wilier and Intagiiata (1982) noted In 
concluding their study, 'Although cost a'one should not be the primary factor determining the design 
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of a system of cummunity residential care, K seems inevitable that cost-effectiveness will become an 
increasingly important consideration in shaping the delivery of all human services in the 1980s' (p. 594). 
When one looks at research comparing foster care settings with any other prevailing model of care the 
cost differential is hard to overlook. Capttalizing on that differential becomes even more attractive as 
consensus increases regarding the kinds of 'products' that are desired of long-term care placements 
and the perception that fnster care settings have a number of structural characteristics that provide and 
promote 1) living experiences that are culturally normal in pattern, context, and content; 2) interaction 
vi^ith a variety of persons Including people who are not handicapped; 3) access to community setting 
for social, leisure and recreational activities; 4) integration into friendship and support networks; and 5) 
opportunities to learn the basic skills of daily living in one's own society. 

Small Group Homes 

Small group homes comprise the single most rapidly growing model of care in the United 
States. While maintaining the essential administrative and supen/isory interrelationships that exist in 
large institutions (i.e.. paid staff providing full-time programs of care, supervision, and training to the 
residents), small group homes are generally considered to offer more normalized and better integrated 
daily living experiences to their residents. Indeed, researcn comparing small group homes with larger 
group facilities (especially public Institutions) tends to confimi that group home Jents participate in 
social, domestic, and developmental/vocational activities that are much more normal with respect to their 
settings, structure, and participants than institution residents. Some of these studies demonstrate 
greater cultural normalcy of small group facilities (e.g., Rotegard, Hill, & Bruininks. 1983). Others have 
documented other somewhat predictable differences, such as the higher level of resident involvement 
in the local community, favoring group homes over institutions (Pratt. Luszcz. & Brown, 1980). 

There have been 18 studies since 1976 that have provided longitudinal evidence of substantially 
improved adaptive behavior being associated v;ith movements of institution residents to group homes 
of 15 or fewer residents. These studies, representing experimental/control groups, matched comparison 
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groups, or pre-test/post-test measures of adaptive behavior change, presem extremely consistent 
evidence that there are substantial habilHatlve advantages associated with movement from institutions 
to small group homes (.'^rson & Lakin, in press). 

A number of other aspects of daily living in group homes have been studied. Baker, Seltzer, 
and Seltzer (1974) compared small group homes, whteh they defined as having 10 or fewer residents, 
with larger group homes (10-20), and institutional settings (21 or more residents), and foster care 
homes. They found both small and Intermediate size group facilities more actively involving residents 
in domestic activities than either family care or the Institutional settings. They found small group homes 
and foster care homes similar In the extent to which they promoted resident autonomy. Their 
observations regarding the effects of some small group facilities (and foster care settings) were 
generaily similar. If less explicitly stated, to those of BercovicI (1983) based on her intensive 
observations of life In various group residential settings in California. She concluded that the 
circumstances oJ community placement for many retarded persons are Institutional In nature. One 
prominent fact of this situation Is that these retarded individuals have no more control over most facets 
of their existence than they did in the state hospital. Dependence, passivity, and Inability to make 
decisions are some of the behavioral results of this continuing lack of opportunity for autonomy* (p. 
189). Just as Baker, Seltzer, and Seltzer (1974) were noted above as having observed with family care 
facilities, BercovicI observed of small group facilities that. The impression gained from the research 
experience was that the personal Influence of the Immediate caregiver on the client is greatly 
underestimated by planners of community care" (p. 202). 

Comparative Studies of Foster Cara and Small Group Homes 

Despite the observation that in the smallest residential alternatives there Is a substantial 
variability in quality that can be linked to primary careproviders, there have been a few studies which 
have directly compared the models. One study comparing foster homes and group homos was by Hun 
and Thompson (1980), who examined 369 individuals, about two-thirds of whom had previously be«n 
Institutionalized, in the areas of self-care, community awareness, and social skills. They found thai, 
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controlling for other predictors of resident skills, foster homes showed somewhat better general effects. 
A num'oer of environmental and programmatic factors were Identified that related resident achievement 
across settings, Including geographical proximity to community resources, access to commercial, 
recreational, social, and vocational activities. In another study (Seltzer, 1981), foster care and relatively 
small group care facilities were comparfld on a number of factors related to domestic responsibilities, 
personal autonomy, community participation, staff attitudes and expectations, and the quality of 
habiiitation activities. In each of these areas group homes were judged to be more effective than the 
foster care settings, whereas the ratings obtained for the foster care settings were generally more similar 
to those of institutional settings. 

Wilier and Intagiiata's (1982) New York state study examined functional characteristics and 
change, social experiences, community participation, involvement with family and friends, and 
challenging behaviors relevant to the quality of life of 330 individuals residing In foster care and small 
group homes. Generally the findings of the study showed positive, similar resident outcomes for the 
two types of facilities. There were two areas in which statistically significant differences were observed: 
Community living skills (topics related to Independent living, such as travel, meal preparation, money 
management, and shopping,' p. 590) and problem behaviors. With respect to the former, group homes 
had more desireable outcomes, whereas In the latter foster care settings were more effective. In 
examining the outcomes, the authors noted that the group homes they studied were generally larger 
than the foster care settings, but that when relatively small group homes were compared with relatively 
large foster care homes, that is, when facilities were roughly controlled for size, they were 'almost 
indistinguishable' (p. 594). 

In concluding this study, Wilier and Intagliata noted that there is a need for additional research 
regarding the impact of a variety of community residential alternatives on persons with mental 
retardation. This study derives from continued recognition of that need. But given tfie nearly iimitless 
number of areas In which these two models of care can be described and thereby compared, it is 
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important to look at previous efforts to examine the characteristics of community-based residential 
facilities and their residents. 

Issues In the Stydy of Small Community Facilities 
The following pages provide a review of the existing research methods and findings in efforts 
to descrlt>e the nature of community-based residential programs. These are discussed under general 
categories Including Facility Characteristics, Community Characteristics, Careprovider Charactsristics, 
Resident Characteristics, Programs and Activities, Specialized and Generic Sen/Ices, Family involvement 
and Friendships, Administration and Costs of Care. 
Facility ChancterMlcB 

Facilities have been described according to numerous taxonomies. For example. Hill and l-akln 
(1986) reviewed existing taxonomies and recommended adoption of a three aspect taxonomy that 
- Includes program model, facility size, and facility ownership, with ICF-MR certification as an additional 

characteristic of Interest. Each of the three aspects of the taxonomy was shown to be substantially 
related to a number of Important sen/Ice factors Including cost of care, resldent-to-staff ratios, anci 
resident characteristics. Although ICF-MR certification was an Important distinction In a few areas of 
Interest (e.g., cost), generally it did distinguish well among facilities on many other key factors once the 
three primary aspects of the taxonomy were used. While such taxonomic descriptions are useful for 
descriptive purposes (and are used as such in this study), such general variables provide only a 
framework for the examination of residential programs. Even among these general facility descriptors. 
Important interactions can be noted. For example, Jacobson, Silver, and Schwartz (1984) found that 

■ 

occupants In ICF-MR certified homes and in state-operated programs received greater number, and 

more tctal hours of services than group homes operated under a private proprietorship. But within the *- 

facility types, smaller homes provided more total hours of services to residents than larger homes. 

Service provision was also correlated with the degree of Intellectual and functional limitations of 

residents, suggesting that individual need plays a substantial role In determining the sen/ices people 

receive. In addition, in describing facilities It is important to consider not only their taxonomic features, 

18 

ERIC 



but also their community of location and the characteristics, bacl(ground, and attitudes of the 
careprovidars which together structure the residential experience. 

Model of Care. Baker, Seltzer, and Seltzer (1974), Intagliata, Wilier, and Wicks (1981), and 
Wilier and Intagliata (1984) have demonstrated that there is more variation between different types of 
settings than within a given setting type. On matters of considerable importance some foster homes 
are more like group homes than like other foster homes. It is also important to recognize that there is 
generally no agreed upon perception thvx one type of facility best serves one kind of individuals. Thus, 
although various characterisiics of foster homes can bo compared with group homes, it is important to 
keep in mind that these two types of facilities do not serve exclub^/3 functions, nor are they targeted 
for a particular kind of individual. On the contrary, the process by which certain individuals are placed 
into particular facilities is not a planned, rational process. Several researchers have shown that the 
process of determining a placement type generally has little to do with the individual. Wilier and 
Intagliata (1 982), for instance, found that the year in which a person was placed into the community was 
the most significant factor in determining whether they went to a group home or a foster home; in 
certain years, different options were in favor &t the state planning and funding level. In addition, Vitello, 
Atthouse, and Caldwell (1983) found that individuals have little certainty of ending up In the type of 
commL. uy environment for which they were recommended by placement staff. Little has apparently 
changed in tine 25 years since Windle (1962) identified bed availability, year of placement, funding 
patterns, and county of residence as important determinants of type of placement. 

Size, A significant amount of research has been conducted that has used 'size' of facility, that 
is, number of individuals with mental retardation in one setting or building, as an independent variable 
for predicting important outcomes. Among the outcomes examined have been the extent of adaptive 
behavior change (Larson & Lakin, in press), community resource use (l-lill & Bruininks, 1981), domestic 
activity (Horner, Stoner. & Ferguson, 1988). and sc forth. In almost all instances, however, the research 
has compared vary large facilities with samples of community facilities of different sizes, but including 
substantial numbers of facilities that were larger than those in the present study (6 or fewer). For 
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example, the study by Landesman-Dwyer, Sackett, and Kleinman (1980) of the relationship of size of 
community facility to resident and staff behavior did not include group homes with less than 6 beds. 
The focus on facilities of 6 and fewer residents in this study reflects a trend among the states to 
concentrate the development of new residential capacity in small facilities. Such facilities are not only 
by far the most rapidly growing today, but in a number of states new residential facilities are specifically 
limited to this size (Lakin et al, 1989). Within the present study, size of facilities is limited to 6 or fewer 
residents, but Is further broken down Into those with 4 or fewer residents and those with 5 or 6. 

ICF-MR cBrtlflcMtlon. In addition to model of care and size considerations, ICF-MR certification 
appears at times to be a significant as a descriptor for small group facilities. Small ICF-MR certified 
group homes (ICFs-MR) were over twice the daily cost of non-certlfied group homes in 1982 ($62.19 
versus $30.58) and nearly 4 times the daily cost of foster care homes ($16.15). Group homes with ICF- 
MR certification have enjoyed a rapid rate of growth in recent years. On June 30, 1977, there were 188 
ICFs-MR with 15 or fewer residents, on June 30, 1987, there were 3,098 residents (Lakin et al, 198£»). 
The greater cost of such facilities, the stringent regulations governing their operation, and current 
attractiveness to several states, as reflected In the rapid development of this model, warrant special 
attention to the benefits derivod from these much greater expenditures In the present study. 
Community' Charactert9UG$ 

The characteristics of the local community have long t>een associated with the success of 
community placements (Lakin, Bruinlnks, & Sigford, 1981). Intagllata, Wilier, and Wicks (1981) reported 
several community factors related to resident tenure, including especially sen/Ice availability. They noted 
that better foster homes tended to be in urban rather than rural areas, where providers had better 
access to and were more likely to use recreational services and respite care. Slater and Black (1986) 
also Identified significant differences between group homes found in urban areas and those In rural 
areas. People living in homes In rural areas received significantly fewer recreational, counseling, and 
sheltered employment services than those In urban areas. They also found that two basic services, 
medical/dental care and habllitatlve training, were considered to be adequate to meet the needs of only 
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20% of tha residents living in rural areas. Other studies relating rural location to relatively poor service 
availability and/or utilization Include Qotowka and Johnson (1982), v^ho found evidence of inadequate 
dental care; and Bjaanes. Butler, and Keiiey, (1981), who found training programs in mral areas to be 
inadequate. 

While there is some evidence of rural-urban differences in the quantity and/or quality of services, 
it should be noted that relativety few studies have addressed this question, and those that have done 
so have \ooke6 at a very limited range of tocations and types of programs. Of course, the 
discrepancies between the adequacy of urtsan and rural settings are not caused by location per S3, but 
from the differential availability of key seivices and resources that derive from different densities of 
general and handicapped citizens. Successful efforts to respond effectively to the general problems of 
providing comprehensive services to persons with severe handicaps in rural areas have been described 
by Singer, Close, Irvin, Gersten, & Sailor (1964). Other geographic variables related to service and 
resource availability Include state and local variations in service provision and financing that derive from 
genersd economic conditions, political choices, and degree of commitment to persons with disabilities. 

Local communities obviously have more than just 'services' to offer individuals with me.ntal 
retardation. As Kastner, Reppucci, and Pezzoli (1979) have noted, 'nothing is more essential to the 
eventual success of the community mental '" lation sen/ices movement than the good will, 
acceptance, and support of the general public' (p. 137). IHypothetically, the general population appears 
to be accepting of small residential facilities ^6 or fewer residents) in their neighborhood (e.g., a 1976 
Qallup poll indicated that 85% of the population would not object to a small group home on their block 
[Gallup, 1976]). Perhaps more importantly, prior to the actual siting of a small group facility some 
community resistance appears to be encountered in about one-third of the cases, but after opening, 
opposition is reported by a very small percentage (2%) of facilities (Lubin, Schwartz, Zigmond, & Janicki, 
1982; Seltzer & Seltzer, 1985). Nevertheless, acceptance of l esidential facilities by community members 
does not translate into communiti/ invo>Vement in the lives of neighbors with mental retardation. 
Research has found the surrounding community of non-handicapped persons to be the source of few 
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social Involvements for persons In residential settings (Bercovlcl, 1983; BIrenbaum & Seiffor, 1976; Hill 
& Brulnlnks, 1981). 
Canprovlder ChancteriMilct 

The quality of the staff members who are In direct care roles frequently has been argued to be 
the single most Important determinant of success In residential programming (Baker et al., 1977; Seltzer 
& Seltzer, 1974; Lakin & Brulnlnks, 1981; Robinson & Robinson, 1976). Evidence to support such 
observations is founcf In the work of a number of researchers. Including Thompson and Qrabowski 
(1972), ' "son (1970), and Berkson and Landesman-Dwysr (1977), who have demonstrated that 
systemauv changes In the behavior of staff members can lead to observable changes In the tiehavior 
of residents. Others have found careprovlder characteristics associated with engagement in community 
activities (Dalgleish, 1983; Intagliata. Wilier, & Wicks, 1981). 

Demographic variables associated with effective foster parents. Numerous studies have 
attempted to Identify characteristics of foster care providers which enhance the successful community 
adjustment and personal development of Individuals with developmental disabilities. Retherford (1975) 
and Pennlman's (1974) studies of foster parents found that age, maturity, and emotional stability were 
the most Important predictors of success in caring for persons dbcharged from state institutions. They 
found that demographic variables other than age, sex, education, personal experience, marital status, 
religion, and number of children In the family had no predictive value. Sanderson and Crawley (1982) 
found that successful foster care parents were generally older and more frequently active in Protestant 
churches, but Sternlicht (1978) in an earlier study found that demographic characteristics such as sex, 
education, marital status, and religion failed to discriminate between successful and unsuccessful foster 
parents. 

Othe: variables. Other factors which aie found to be related to successful caregiving include 
Sutter's (1980) finding that caretaker experience and proximity of members of the caretaker's family 
(relatives lived nearby) to the home significantly Influenced the success of foster placement and 
Browder, Ellis, and Neal's (1974) finding that acceptance of the child's handicap by foster parents was 
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correlated both with utilization of necessary services and with improvement in the child's emotional 
response. 

Wilier and Intagliata (1981) found that foster home providers who were k>etter educated and had 
l)6tter mental health had greater success in teaching skilis. Older providers were more successful at 
teaching setf-care skills and younger providers were more successful at arranging for foster residents 
to take full advantage of community' resources. These researchers also found that care provider 
attitudes and orientation were important to the successful adjustment of adults with mental retardation 
to community living. Care providers who were over-protective were less likely to encoutage 
development of self-care or community living skills. 

Intagliata. Wilier, and Wicks (1981) reported that, based on ratings of nurses and social workers 
who were familiar with foster homes, providers in tl 3 'higher quality' homes were better educated, had 
more health-related training, were more disposed to seek out services and activities for their residents, 
were actively Involved in their residents' treatment plans, had stable, well-organized homes, established 
"warm but not dependent' relationships with their residents, encouraged the residents to use community 
resources and to develop new skills, and had become family care providers because of their past 
experiences with persons with mental retardation. 'Lower quality' providers were more likely to report 
their need for money, their desire to take care of someone, or having had a mentally retarded relative 
as major motivating fs^ctors. Lower quality providers were also more likety to report caregiving burdens, 
such as difficulties In managing the resident, being solely responsible for caring, and neglecting 
responsibilities to other family members. Higher quality providers were more likel>' than lower quality 
providers to report difficulties in getting free time away from residents. 

CBreprovlder chancteri»tlc9 and practlce» In othar community and Institutional tettlngs. 
A number of studies of direct careproviders have focused on their skilis and practices. An earlier and 
particularly disturbing study by Landesman-Dwyer, Sackett, and Kleinman (1980) found that, across 
different size group homes, staff behavior was remarkably homogeneous and generally unrelated to 
facility or resident characteristics. The largest proportion of staff member time was spent in household 
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maintenance and general social activity, and less than one percent of staff memtsers' behavior fei! into 
the tMhavioral categories of actively praising, rewarding, defending, assisting, protecting, and sliaring 
with residents. Repp. Barton, and Gottlieb (1983) studied 50 institutionalized males with severe or 
profound mental retardation, and found that clients were predominantly alone or with peers rather than 
with staff members, and when with staff members, K was typically with two or more peers, rather than 
one-to-one Interactions. 

Intagliata, Rinck, and Calkins' (1986) study of staff responses to maladaptive behavior found that 
both institution and community residence staff (including group homes, foster homes, and semi- 
independent apartments) encountered all types of maladaptive behaviors, but that community staff more 
frequently used verbal response strategies, whereas instrtution staff more frequently used physical 
responses. Staff response strategies with a behavioral orientation were significantly more likely to be 
successful in promoting improvements in behaviors. The authors conclude that there is good reason 
to suspect that staff are not adequately prepared and trained to manage behavior effectively. The study 
by Felce and colleagues (1987) of staff responses to the behavior of adutt residents in a variety of 
institutional and community residential settings in the United Kingdom found vhat in the institutions and 
large community units, staff showed similar pattern of responses to appropriate behavior, but there was 
a lack of staff responding to inappropriate client behavior. In the small community houses, staff showed 
a greater rate of encouragement of appropriate behavior. 

Staff MitudBt, facility characteri$tlc$, and other factors associated with resident outcomes. 
HuW and Thompson (1980) examined several staff attHude variables, including optimism, stereotyping, 
promotion of independence, and consciousness of normalization. They found that these attitudes 
accounted for more variance in the adaptive functioning of clients than did individual client 
characteristics such as IQ. Zigler, Balla. and Kossan (1986), howevei, failed to support this finding. 
They found no relationship between resident management practices, direct careprovider attitudes or 
demographic variables and resident's responsiveness to social reinforcement, wariness, and outer 
directedness. The only resident variable related to these behaviors was mental age. 
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Staff training, ncmttment and ratantlon. Studies of staff and resident interaction have helped 
focus attention on the need for more effective staff training as weli as for greater understanding of the 
factors which motivate staff to be better careproviders. This has been further reinforced by studies 
demonstrating greater staff effectiveness as a result of systematic training (Schalock & IHarper, 1978; 
Schinke & Wang, 1977). Seys and Duker (1986) found that the addition of a 'supervisory treatment 
package' consisting of (a) self recording and public posting, (b) daily staff meetings, and (c) supervisory 
feed back and prompting on staff-resident interaction to regular scheduled activities increased the 
amount of time staff engaged in training of residents and decreased the amount of time spent on 
custodial care as well as off task time. Emerson and Emerson (1987) investigated the barriers to the 
effective implementation of behavioral methods by institutional direct-care staff. The results indicated 
that although direct care providers did not have enough knowledge of behavioral methods, in general 
they considered this method useful. The results also showed some significant barriers by direct-care 
providers in an institution. These baniers can be grouped into 3 major areas as follows. The major 
barriers to the effective implementation of behavioral meithods were the staff's inadequate understanding 
of be! avioral methods, their orientation towards resident habilitation (which tended to be custodial), and 
constraints in the instituNonal environment including inadequate resources, lack of involvement in 
decision making, and a poor ward environment Tfiey found that if any one link in this chain was weak, 
the whole process was jeopardized. In addition, they found that the more respondents knew about 
behavioral techniques, the mor& useful they felt these techniques to be with clients with mental 
.'3tardation; the rev'?rse was true for clients with psychiatric disabilities. Others have discussed or 
proposed new training models. Karan and Knight (1986), for example, emphasize moving away from 
traditional training systems to functional skills training with two complementary training models, includii ig 
a pre-service model with considerable flexibility in entry-exit-reentry requirements, credits for practical 
experience and a continuing education model, both of which would emphasize coordination between 
the training and the sen/ice system. Cooper (1977) and Flanagan, Cray, and Meter (1983) discuss the 
role of consultants in training direct care staff. The latter describe the way that staff at Camarillo State 
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Hospital were trained In behavior modification by a mobile consultation and training team, together with 
the advantages of such a team In comparison to other methods of staff training, Including the 
advantage of providing training in the setting and with the clients with whom It will be employed. They 
Indicate procedures for Implementation, and provide curriculum examples, staff training methods and 
evaluation procedures. 

The need for training programs has been further accentuated by the serious problems in 
recruiting and retaining qualified staff members that have been noted frequently within community- 
based residential care programs. A nationwide sun/ey of 2,000 community residential administrators 
(Bruininks, Kudia, WIeck, & Hauber, 1980) found that personnel management. Including recruitment of 
qualified staff, reduction of turnover rates and staff training, was the most frequently identified problem 
In residential settings. A number of researchers have suggested that the high rate of direct-care staff 
turnover is one of the most serious problems In the provision of residential care (George & Baumelster, 
1981; Ukin, Bruininks, Hill, & Haubt^r, 1982). George and Baumelster's (1981) study of 21 community 
residential facilities of various sizes reported that low pay, wide variation In work demands, lack of 
effective training and orientation methods, and lack of support for dealing with behavior problems were 
among the major causes of employee turnover. Slater and Bunyard (1983), in attempting to Investigate 
the source of turnover and of staff problems, found that there was considerable lack of purpose and 
preparation among many residential staff. The majority of primary care staff viewed their main 
responsibilities as facility maintenance, basic supervision of residents' daily activities, and ensuring the 
safety and basic life needs of residents such as food, shelter, and clothing. Less than 25% of group 
home staff indicated resident training as a primary area of respo nsibility, and less than half of the staff 
were able to define or provide examples of basic training concepts such as modeling, praise, or 
punishment. The authors concluded that the attitudes and preparation of the majority of primary care 
providers are not conducive to promoting optimum behavioral growth of residents, that they do not 
perceive their role as being a teacher, and that If they did they would not possess the basic training 
skills needed to fulfill that role. 



26 

X O 



Lakin, Bruininks, Hill, & Hauber (1082) examined turnover In a national sample of 75 public and 
161 private facilities. In public facilities high rates of turnover were related to the county's 
unemployment rate, age of facility, initial salary, k)cation, percent of persons with severe/profound mental 
retardation (an inverse relationship) and per diem cost of care. In private facilities, the factors varied 
depending on the facility size and owner-operator status, with owner-operated facilities having the 
highest stability. Munro, Duncan, and Seymour (1983) suggest that, under certain circumstances, direct 
care provider's turnover has little negative effect on resident's behavior, and that the turnover of staff 
with certain negative characteristics may positively affect the behavior of residents. Cope, Qrossnickle. 
Covington, Durham, and Zaharia (1987) report significant difference between the performance of 
institutional staff who planned to stay and those who planned to leave staff and suggest that staff 
tumover may be beneficial to the extent it Is asso^ ated with the staff's Job performance. In general, 
however, there is consensus that the current rates ' >ver pose significant barriers to a well-trained, 
effective work force, which In turn affects resident's ti^ mig and progress toward mastery of the skills 
needed for successful community Integration. Finally, some have examined job stressors and supports 
among direct care staff (Bensani & Heifetz, 1985; Browner, Ellis, Ford, Silsby, Tampoya, & Yee, 1987). 
Browner et al found that the lack of control over the.' work was perceived to be a source of job stress 
by direct care workers In four distinct units of a state residential facility. Technicians in those units who 
had better social supports had fewer health problems. They saw themselves as a team,' had a good 
deal of interaction both verbally and socially, shared friendships outside the work place, and saw their 
supervisor as supportive and helpful and an advocate for them with the administration. 
Resident CharacterMlcft 

In researching reasons for the success of community placement, characteristics of individual 
clier,iS have received much attention, especially beginning with some of the earliest studies in this area 
Several major reviews of research have included Heal, SIgelman, and Switzky (1978); McCarver and 
Craig (1974); Windle (1962); Sigelman, Novak, Heal, and Switzky (1930); and Craig and McCarver 
(1984). These studies have pointed out that individual characteristics and qualities of clients have, in 
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themselves, little bearing on the prediction of 'success' (i.e., tenure) In community living. Sigeiman and 
her colleagues (1980) for instance reviewed research on age, diagnosis, race, intellectual level, 
academic ability, personality, personal appearance, presence of physical handicap, vocational sl<ills, 
psychomotor skills, and social skills. They and McCarver and Craig (1974) concluded that in nearly 200 
studies, not one resident variable was an unambiguous predictor of community success. As a \ 
example, intelligence as measured by IQ affects community success unpredictably. It appears thai:. If 
anything, persons with severe retardation are more successful than clients with less retardation in living 
In community settings (Bell, 1976; Conroy & Bradley, 1985; Gollay, 1976 Jacobson & Schwartz, 1983). 
For most people, the idea that community adjustment relies solely upon the ability of an individual to 
'adapt* has been replaced by the recognition that community p.djustment is a result of interactions 
among behavioral characteristics, tolerance, behavioral change, commitnient, and a range of other 
factors that are difficult to isolate and/or quantify. 

Much research in this area derives from a social ecological model (Berkson & Romer, 1980: 
Heller, Berkson, & Romer, 1981), which proposes that an Individual's successful adjustment depends 
most on the fit between a person and the environmental cfiaracteristics. For example, Sutter, Mayeda, 
Yee, and Yanagi (1981) demonstrated that the match between i;ommunity care providers' preferences 
for the type of client they wanted to work with and the actual characteristics of clients in group homes 
was significantly related to iite success of the clients. Schalock and Jensen (1986) have recently 
proposed a measurement method for determining goodness-of-fit between placement setting and 
resident. 

While resident characteristics are not directly related to the success of community-based 
placements, there are significant reasons for gathering data on the characteristics of individuals In these 
facilities. One clear reason is that the appropriateness of services is obviously related to the 
characteristics and preferences of individuals with mental retardation, including age, nature, and degree 
of disability, and personal preferences for activities. Another and increasingly frequent use of resident 
characteristics data is to identify particular applications of community-based care for persons who. 
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although similar to persons living in the community, may still be residing in considerably larger and less 
Integrated settings. Finally, such data can be used to examine vaiiatiu. .s in the application of foster 
care and small group programs (e.g.. In cost. In staffing patterns, in care provider training, in staff 
concerns, and needs) as they relate to resident characteristics. Such variations can then assist in 
planning new programs. 

Many contemporary Issues related to the characteristics of residents In small facilities derive 
from the fact that historically small group homes and family care homes have served primarily as 
placements for Individuals with mild and moderate Impairments. In the future, however, the majority of 
new admissions to such facilities will be persons with more severe cogntiive, physical and/or behavioral 
disabilities. The maldistribution by level of disability among the small facility populations is Indicated by 
the fact that 60.5% of the total public and private residential population of mental retardation facilities 
in 1982 was severely or profoundly retarded, but only 37% of the small (6 or fewer residents) group 
and foster care residents were from this group. Still, the 1982 percentage represented a 6% increase 
from 1977. According to the 1987 National Medical Expenditure Survey (Edwards & Edwards, 1989), 
42% of persons with mental retardation and related conditions in small mental retardation facilities were 
persons with severe or profound mental retardation. Perhaps more impressively, given the rapid 
Increase in the number of small facilities as well as the steadily increasing proportion of facility residents 
with severe and profound mental retardation, the total numbers of residents with severe and profound 
mental retardation more than doubled between 1977 and 1982, and more than doubled again t)etween 
1982 and 1987. Clearly the contemporary experiences of these nearly 20,000 individuals living in small 
group and foster care placements will provide considerable guidance to future community living 
experiences of the approximately 75,000 persons with severe or profound retardation still living in large 
residential settings. 

While there is a relationship between intensity of placement and severity of disability, there is 
considerable overlap in the characteristics of persons with mental retardation among different sen/ice 
environments. Moreover, nearly all of the projected changes recommended for people in service 
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programs were directed toward anticipated piacements In les'i restricllve comrr'.i;nity -based settings. 
While it appears that individuals in different service deliverv programs vary in their functional and 
adaptive characteristics, it also appears that persons with quEto severe disabilities are being served in 
a variety of family care, small group care, and community-based day program environments. Moreover, 
projected service needs and trends by providers strongly argued for development of more integration 
service and social opportunities in community settings. 
Primaiy Day PrognmM, ActlvHIat, Training 

There has been some concern that community-based residential placements may not provide 
the comprehensive programs required by residents (Bjaanes, Butler, & Kelly, 1981), nor be adequately 
supported by other programs and servic&s vital to resident habilltation (e.g., Dybwad, 1969). The 
importance of daytime educational, habilltation, and/or vocational programs in conjunction with 
community-based residential placements is well recognized as playing a vital role In the provision of 
needed sen/ices. While the literature on such programs Is far too vast for review here. It is worth noting 
how such programs fulfill important complementary roles to residontial services in small facilities. The 
range and extent of these programs, varying according to location, age group and level of disability of 
clients, include three readily identifiable types of programs: 1) special education programs; 2) 
employment, vocational training, and sheltered work programs; and 3) developmental/day activity 
centers. 

Special aducatlon program*. The passage of Public Law 94-142 (45 CRF 121a.544) made 
education of children and youth with disabilities the responsibility of their local public school system. 
Primary among the requirements of this legislation was that 'all handicapped children between 3-21 
years should receive a free appropriate education and that, to the maximum extent appropriate, 
handicapped children, including children in public or private institutions or other care facilities, (be) 
educated with children who are not handicapped.' States are obligated to search out school age 
residents of public and private residential facilities and offer appropriate programs to them, where 
necessa.7 entering Into program agreements with the facilities in which students with mental retardation 
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are living. The reauthorization of the bill extended services to birth. While only about 6,500 children 
and youth were in small group and specialized family care homes in 1982, the assurances of an 
appropriate education through P.L 94*142 were major factors permitting the increased use of such 
placements in place of residential schools, public institutions and other settings providing 'in house' 
education programs. Undoubtedly, this bill was probably far more significant in its relationship to the 
decrease in 1977 from 91,000 children savi youth in all public and private residential facilities in the U.S. 
In 1977 to 60,000 in 1982, to 48,500 in 1987 (Taylor, Lakin, & Hill, 1989). With respect to the quality 
of its guarantee of an education to children and youth in community-based facilities, a 1979 inten/iew 
study (Lakin, Hill, Hauber, & Bruininks, 1983) indicated that all but 5% of the residents of community 
residential facilities had some form of education program, although the percentage got progressively 
worse with greater degree of handicap (16% of school age residents with profound retardation). 
Presumably, but not necessarily, thase figures have improved in the past decade. 

Vocational training work programs. Vocational sen/ices focus on increasing an individual's 
independence and potential for productive activity (Horejsi, 1975). A severe shortage of comprehensive 
vocational training programs for people with mental retardation in community settings has been noted 
frequently and for many years (Hutt & Qibby, 1976; Laski, 1979; Luckey & Neman, 1975). In O'Connor's 
(1976) survey of community residential facilities nationwide, vocational services were among those most 
frequently cited as inadequate. In a sun/ey of 160 facilities in southern California, Butler, Bjannes and 
Hofacre (1975) noted that only one-third of the surveyed facilities with residents over 18 years old had 
residents in programs that developed vocational skills or utilized vocational skills in work settings. The 
technology of preparing persons with severe disabilities with useful training for meaningful work has 
been developing for over a decade (Conazzo. 1972; Gold, 1973; Katz, Goldberg, & Shurka, 1977). 
Today It is reflected in comprehensive curricula and well established and documented demonstration 
efforts (Kiernan & Stark, 1986; Rusch, 1986). Extrenoely rapid growth in the number of supported 
employment participants has been noted in a wide range of states in recent years (Minnesota 
Supported Employment Project, 1989; St. Louis, D., 1988), the supply for actual employment programs 
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has not kept ipace with demand. The 1987 National Medical Expenditure Survey (Lakin, Hill, & Chen, 
in press) estimates that only 52.4% of persons with mental retardation in residential settings of 6 or 
fewer residents work for pay, as do only an estimated 64.7% of residents of facilities witfi 7-15 residents. 
Sheltered worl(shops remain by far the predominant vocational experience of people in community 
residential settings, with an estimated 44.8% of persons in 6 or less resident facilities and 52.5% of 
persons in 7-13 resident facilities engaged in sheltered work (85.5% and 81.1%, respectively, of people 
working for pay). These statistics show the residents of community-based facilities have a much higher 
likelihood of working for pay than residents of all sizes cf residential facility (39%). The statistics also 
suggest considerable improvement in the opportunity to work when compared with a national sun^ey 
in 1979 in which an estimated 32.7% of community residents worked for pay, including 26.7% in 
sheltered settings (White, Hill. Lakin, & Bminlnks, 1984). 

Devtilopmental acth'ify conteri. Developmental activity centers (often referred to as day activity 
centers) generally provide prevocational. domestic or other practical training as well as social and 
recreational activities to adults with mental retardation. Adult developmental activity centers have 
traditionally functioned to provide programming for people who are beyond the age of public school 
programs. The intent of these programs is generally to promote the independence of participants 
through self-help, pre-vocational, and community participation skills while also providing social, leisure 
and recreational activities. Increasingly they are criticized for doing so by ignoring the natural transition 
In our culture at the end of schooling to work activities (Sailor, Gee. Goetz. & Graham, 1 988). !n a 1 976 
study of people released from public mental retardation institutions, Qollay, Freedman, Wyngaarden. and 
Kurtz (1978) found 30% of their adult sample's daytime placements were in day activity centers. 
Developmental activity placements were found to be more prevalent among residents with severe 
retardation (44%) thati among residents with moderate (27%) or mild (19%) degrees of retardation. A 
1979 study of persons in community facilities found 23% of its 18-49 vear old sample in day activity 
centers and another 12% indicated to be in residential school classes (presumably equivalent to day 
activity centers) (White et al.. 1984). 
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Support Se/v/c4t 

Two assumptions of tho move to community-based residential services for persons with mental 
retardation are that 1) when persons have need for specific services, supports- and protections in 
community settings these can be as consistently and well-provided as for individuals in more centralized 
Institutional arrangements, and 2) along with entry into natural ccimmunities will come participation in 
the activities and relationships in the community that make community-bP<ied living a decidedly more 
normal social experience. Some research hat; challenged these assumptions, at least in some 
locations. For example. Bjaanes. Butler, and Kelly (1981) conclufded that a Mer array of services is 
generally available to residents of California state institutions than to persons in private facility 
placements. Such data have led some to conclude that there are limits to the extent to which 
deinstitutionalization ought to be allowed to proceed without demonstration that the needed services 
are established and awaiting people leaving institutions. For example, Meyoda and Sutter (1982), in 
evaluating Hawaii's patterns of institutional depopulation stated that 'deinstitutionalization goals should 
be reevaluated based on a consideration of the characteristics of the clients available for placement and 
the capabilities of the community to provide the services they need (1981, p. 380). Of course, such 
data arguably speak much less to the need for reconsideration of deinstitutionalization than to the need 
for development and assurance of access to needed services for persons living in community settings. 
Servicd availability is a frequerttly mentioned problem among private, community-based facilities. 
O'Connor's 1973 sun/ey of 611 private residential facilities found one-quarter (24%) of their respondents 
citing the lack of community support services as one of the three most serious impediments 
establishing and operating programs (O'Connor, 1976). In a survey of superintendents of "78 state 
institutions in 1 979. Scheerenberger (1 981) found the most frequently identified 'major constv problem' 
in bringing about deinstitutionalization was the lack of community support services for adults. 

Perhaps the most comprehensive study of services available to individuals with mental 
retardation in residential facilities was the 1979 interview study by the Center for Residential and 
Community' Sen/ices (CRCS) of approximately 1,000 residents each of public and private residential 
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facilities (Hill, l^kiii, Sigford. Hauber. & Bruininks. 1982). With respect to these samples it is impoitant 
to note that pr ivate facility residents were sampled roughly in proportion to their distribution among all 
private facilities in 1978-1979 and therefore tend to be from facilities of considerably larger average size 
than those In the sample of the present study. In Table 1.1 comparing service utilization of private 
residential facility residents with residents of public facilities (state institutions), fewer private than state 
facility resWents were reported to have had contact with physical, occupational, and speech therapists 
during the previous year, although in terms of the proportion of resident » actually receiving services at 
the time of the interviews, statistically significant differences were not found. Private facility residents 
ware more likely than state institution residents to have received counseling, to have participated in 
social/recreational activities outside the facility, or to have used transportation sen/ices other than those 
operated by the facility itself. Generally, a relatively low percentage of both public and private facility 
residents were reported to have needed services assessed in the i^tudy, but to not have had them 
available. 

The CRCS study also assessed the frequency of sen/ice utilization by public and private 
residents who were using selected sewices in January 1979 (see Table 1.2). Statistically significant 
variations were noted In the frequency of services used on at least a weekly basis, especially counseling 
(10.5% of private and 3.4% of Atate facility residents), physical therapy (7% and 12.4% respectively), and 
speech therapy (18.3% and 11.5% respectively). Direct comparisons between the two types of facilities 
shown in Tables 1.1 and 1.2 should be viewed cautiously for a number of reasons. First, the 
differences in services received appear as easily associated with variations in the characteristics of 
residents of the two types of facilities as with their types of operation (e.g., 75% of state institutton 
residents in the sample were severely or profoundly retarded versus 37.5% of private facility residents). 
Second, the main variations between public and private .acility service provision came in the proportions 
of residents having been evaluated rather than the proportion actually receiving service at the time of 
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Services Used by Residents of Private end Public Facilities 
During a One-Year Period and Services Needed but Not Available 





Private facility 
residents (M«949i 


State institution 
residents (Ns991j 


Service 


% using 
services 


X needing 
•ervlces not 
available 


X using 
services 


X needing 
services not 
avai lable 


Medical 

Physical exam 
Treatment 


97.3X 

90.0 

45.2 


.5% 


99.5X 

87.8 

61.2 


.4X 


dental 


62 • 3 


I.O 


ys.o 


.5 


Counseling 
Receiving during year 
Presently received 


25.3 
20.1 


3.6 


15.3 
9.6 


3.2 


Physical therapy 
Evaluated during year 
Received therapy during 

yerr 
Total 

Presently receives 
therapy 


19.6 

11.2 

21.6 
8.6 


3.9 


32.7 
18.7 

38.2 
13.0 


6.1 


Occijpotlonal therapy 
Evaluated during year 
Received therapy 

during year 
Total 

Presently receives 
therapy 


21.3 

1 1 A 

1 1 .H 

9.6 


3.1 


32.9 

56. f 
11.2 


5.8 


Speech therapy 

FvaLu^^i^ tiurina vsap 

Received therapy 

during year 
Total 

Presently receives 
therijpy 


34.4 
23.0 

39.1 
19.0 


6.9 


50.6 
17.1 

56.5 
12.3 


6.8 


Cuteide/social recreations 


61.4 


8.0 


34.5 


7.1 


Outside transportation^ 


68.0 


2.3 


15.9 


2.1 



Besides what is offered by the residential f'jcility. Outside transportatioti provided by family or friends or 
by the resident him/herself (bicycle, own car, or public transportation). 



the Study. This difference may reflect as much the on-staff versus referral provision of therapeutic 
services In public versus private facilities, with the former more likely to perform evaluations according 
to a schedule rather than referral because of expected need. Third, differences in sen/ice referral and 
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service usage may be more related to the requirerrwnts of regulations, notably ICF-MR regulations, than 
to the actual documented needs of persons In residential programs. 



Tabu 1.2 

Frequency with Mtieh Residents Were Presently 
Receiving Selected Services 



Private fsclKty state institution 

f*'"^'"/ residents residents 

Frequency (N . 964) (n « 996) 



Hedical Doctor 

more than twice per year 19. 3X 

2 per year 18.0 

ywly 54.8 

less than yearly .9 



11. 8X 
16.0 
70.8 
1.0 



Counseling 

c«"y .6 .3 

2-6 per ueek 3.0 1,2 

Meekly 6,8 1.9 

1- 3 per month 6.4 1*6 
less than monthly 2.5 3'^ 

Physical therapy 

d«'ly 3.3 6 1 

2- 6 per week 2.3 S 9 

w««kly 1.4 ^4 

1-3 per month 1.0 ^3 

less than monthly .2 j 



Occupational therapy 

daily 2.4 

2-6 per week 4.4 

weekly I.9 

1-3 per nwnth 5.5 , 

less than mor.thly . j 

Speech therapy 

d«'ly 3.4 3.9 



2.9 
5.6 
1.2 
.1 



2-6 per week 10.0 

weekly 4.9 yi 

1-3 per month .2 ,4 

less than monthly .3 



6.C 
.6 
.4 
.1 



Other studies have suggested that sarvices for persons in community-based facilities are 
generally adequate. Qoilay, Freedman, Wyngaarden, and Kurtz (1978) noted that none of 11 selected 
koy sen/lces was reported as needed, but unavailable to at lea'jt 10% of their sample of 440 




36 



00 



deinstitutionalized persons. O'Connor (1976) found that for over 600 residents of group homes only 
counseling was indicated as a needed but unavailable service ior 10% of the residents. 

Intagllata, Crosby, and Neider (1981), in summarizing results of the family care studies of 
Intagliata and Wilier, reported general adequacy of support services for persons in family care in New 
York State. They noted universal access and use of medical care as needed. Respite care was 
reported to be nearly always available to family care providers (90%) and most often used (90%). 
Recreational sen/ices were reported to be available to 85% of family care homes and used by 76%. 
From 70% to 80% of family care homes reported availability of needed counseling, physical therapy, and 
speech therapy services. On the other hand, transportation was indicated as a difficulty tor 43% of 
family care providers. 
Community Actmiet 

Much of the impetus for community-based residential placements has derived from the logical 
assumption that such placements naturally lead to increased participation in community activities and 
increased utilization of community resources. A primary implication of the normalization principle Is that 
in addition to living In culturally typical housing arrangements and engaging In the most productive 
feasible and integrated daytime activities, persons with mental retardation will be integrated into normal 
community life by participating in typical leisure, social/cultural, economic, and related roles. 
Wotfensberger (1983) has suggested further amplification of the normalization principle to include not 
only recognition of the birthright of people to live and participate in their native culture and the necessity 
of such participation to learning the ways of their culture, but also social role valorization: the 
establishment, enhancement, or defense of the social role(s) of a persons or a group by the 
enhancement of people's social images and personal competencies' (p. 234). 

But the personal, cultural, and habilitatlve values of participating in community activities 
notwithstanding, it has been noted that many individuals living in community settings participate in those 
communities less than might be expected or desired (Baker, Seltzer, & Seltzer, 1974; Bjaanes & Butler, 
1974; Calkins. Walker. Bacon-Prue, Gibson, Martinson. & Offner. 1985; Crapps. Langione. & Swaim. 
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1985). Researchers have noted for many years that leisure, recreation, and other participatory activities 
are important to the quality of community living for persons with dwelopmental disabilities (Bell, 
Schoenrock, & Bensljerg, 1981; Eyman & Call. 1977; Qoilay, Freedman, Wyngaarden, & Kurtz, 1978). 
In response to this recognition leisure skills training technk^ues and cunicula have been developed to 
promote such activity (Putnam, Werder, & Schlelen, 1985; Schlelen, Weman, & Wehman, 1981; Voeltz, 
Wuerch, & Witeox. 1962; Wuerch & Voeltz, 1982). 

Not all research has suggested low levels of community participation. Studies of foster home 
settings have generally found residents to be reasonably active participants In community activities 
(Baker, Seltzer, & Seltzer, 1974; Scheerenberger & Felsenthal, 1977; Intagliata, Wilier, & Wicks, 1981). 
For example, Intagliata, Wilier, and Wicks' (1981) summary of 128 family care residents' use of time ever 
a three month period showed 93% eating at a restaurant, 90% using a barber or beauty shop, 82% 
attending church, 86% attending parties, 74% using a park, 40% going swimming, 45% ^oing to a zoo, 
35% going camping, 20% attending a ball game, 22% going to a museum, 18% going to a library, and 
4% going to a bar at least once over the period. In comparing the community access of family care 
residents with that of small group home residents, no substantial differences were noted (Wilier & 
Intagliata. 1982). Among the factors predicting community resource utilization were resident age and 
careprovider characteristics, including orientation to recreational activities, moral-religious orientation, and 
•psychological well-being" (Wilier & Intagliata, 1961). A more recent study that focused on 231 older 
persons with mental retardation (63 years or older) also found community participation to be similar for 
residents of foster homes and group homes (Anderson, Lakin, Bruinlnks, & Hill, 1987). Community 
participation over a one month period Included 85% going to a department or variety store, 75% going 
to a grocery store and 57% going to a local park. Like other studies (Bell, Schoenrock, & Bensberg, 
1981; Daiglelsh, 1983; Qoilay, Freedman, Wyngaarden, & Kurtz, 1978; Hill, Rotegard, & Bruinlnks, 1984), 
the And^arson et al. study found residents with more severe mental handicaps to be less active 
participants in their communities than people with less severe Impairments. 
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Dom9»tlG Activity 

Research has generally shown that persons living in community settings are more actively 
Involved In maintaining their domestic environment than aro people living in institutional settings (Horner, 
Stoner, & Ferguson, 1988; Lakin, Anderson, Hill, & Chen, 1989). Involvement in domestic activities 
varies considerably from facility to facility, with more severely handicapped residents less likely to 
engage in household activities (Hill. Bmininks, & LakIn, 1983; Lakin, Anderson, Hill, & Chen, 1S89). 
Mansell, Jenkins, Felce, and DeKock (1984) concluded from their research that while engaging persons 
with severe and profound levels of mental retardation In domestic tasks is a challenge. It is one that can 
be remedied through staff training and development. 
Family Imotvement^ and Friendthlpa 

Family Involvemant. Maintaining the Involvement of family members in the lives of persons with 
mental retardation is an important goal for residential services systems. As Brotherson, Backus, 
Summers, and Turnbull (1986) note, 'Family members are virtually the only constant figures in the 
developmentally disabled person's life. No service provider will follow him or her throughout li'.e or 
across a multiple range of needs. Only a family has a broad enough perspective to take in the total 
picture of service needs' (p. 37). 

Although maintaining family involvement in the lives of persons in residential settings has certain 
self-evident merit, there has been relatively little research on its substanti-ve benefits or factors related 
to family involvement. One of the few studies attempting to document the benefits associated with 
family involvement was a 1971 study by Bella and Zigler. They found in a study of institutionalized 
children that visits with parents were associated with greater independence and less wariness of adults. 
These relationships were stronger the lower the mental age of children. On the other hand, D'Onofrio, 
Robinson, Isett, Roszkowski, and Spreat (1980) found that there was no relationship between parental 
contact and the individual residents' adaptive behavior. 

Researchers have also looked at factors predicting the amount of family involvement in the lives 
of persons In residential settings. In their institution study, Bella and Zigler (1971) found reports of the 
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relationship between parents and children prior to Institutionalization to be the best predictor of parental 
Involvement after placement. The level of retardation of residents was unrelated to parental invoivement; 
distance between the family *■ ime and the Institution was only slightly related. Anderson, Schloiiman, 
and Weiner (1975) found three factors related to parental Involvement. The first factor related to low 
extent of Involvement was the distance from the Institution. Another factor predicting relativeV low 
Involvement was comprised of resident characteristics, especially physical anomalies and low social 
maturity. A third category of predictors of low involvement was family characteristics. Including 
occupational level by father, absence of family contributions to the cost of care, and remarriage of 
custodial parent. Klaber (1968) disputed the relationship between distance from home and parent 
Involvement, suggesting the facility quality predicts parent involvement (although his sample size of only 
three Institutions makes this generalization somewhat risky). D'Onofrio et al. (1980), on the other hand, 
found a relationship between distance from the parents home to a facility and the frequency of parental 
visitation. They also found Intact marriages to be predictive of more frequent visits. 

In comparing residents of group homes with residents of foster homes, Wilier and Intagliata 
(1982) found that residents of the two types of homes had a similar degree ov contact with outside 
friends and family members. Again, client characteristics had little bearing on the likelihood of contacts 
with relatives. For both types of homes, the primary factor affecting the amount of family contact and 
overall social support of residents was the attitude of Individual care providers and their efforts to 
encourage and engineer such social contacts. 

.Sosearch studies of family/ relationships have also focused on parental attitudes about, and often 
opposition to, pr. o: -nd/or accomplished movement of their children from institutional to community 
settings (Meyer, 15*80; Wilier, Intagliata. & Atkinson, 1981). The best examples of this research are from 
the Pennhurst Longitudinal Study (Conroy, 1985; Latib, Conroy, & Hess, 1984). Generally these studies 
showed that opposition on the part of a majority of parents to movement of their children out of the 
Pennhurst Center (a Pennsylvania state Institution) into small community based homes turned to 
ovenwhelming satisfaction (82%) after the move had taken place and was demonstrated to be 

40 



60 



successful. Despite improved satisfaction, however, the proportion of parents who visited their children 
at least once a month increased only from 44% prior to the move to 53% after placement in community 
residences. 

Table 1.3 presents data on family visits from interviews with carsproviders regarding the 
approximately 1,000 private and 1,000 public facility residents Hill and Bruininks (1981) studied. Their 
results showed greater proportions of private facility residents to have contact with family members, and 
that visits with family mombers of private facility residents to be more frequent and more often to include 
visitu to the homes of family members. 



Toble l.i 

Percentage of Residents :e 
and Frequency of ConUcv wit' atives 



Activity 


Private facility 
residents 


State institution 
residents 


(H = 951) 


(N B 996) 


Residents visit with relatives 


79. 8X 


63. 2X 


Visit only at facility 


16.2 


28.4 


Visit only at relative's home 


15.7 


6.6 


Frequency of visits at a relative's 






honie 






Several times/week 


1.1 


.1 


Once/ week 


6.6 


1.4 


Several times/month 


10.2 


3.8 


Once/month 


9.1 


3.6 


Several times/year 


27.2 


16.4 


Once/year 


9.' 


10.0 


Frequency of visits at facility 






Several timss/week 


1.6 


.5 


Once/week 


6.3 


2.6 


Several times/nx)nth 


3.1 


5.7 


Once/month 


10.-; 


7.1 


Several times/year 


25.1 


28.0 


Once/ysar 


13.4 


13.9 


Contact but no visits 


3.9 


5.3 


No contact 


16.5 


31.0 



Friendships. Friendships are obviously an important aspect of the lives of persons with mental 



retardation, as they r^re for persons who are not retarded. Edgerton (1967) documented clearly the 
Importance that nonretarded friends can have \r\ the adjustment of deinstitutionalized persons. Gollay, 
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Freedman, Wyngaarden. and Kurtz (1978) found the absence of friends to be strong predictors of 
whether persons moving from institutions to community-living would be relnstitutionalized. They reported 
tt. 'X almost all of their sample (99%) remaining in the community had friends, while only 59% of those 
relnstitutionalized did. An obvious factor in this relationship is that behavior patterns which discourage 
friendships may also reduce the probability of community placement success. 

In recent years there has been Increased attention on the Importance of social relationships to 
people with developmental disabilities (O'Brien. 1987; Taylor. Biklin, & Knoll. 1987). Community living, 
In and of Itself, does not appear to be the source of as many friendships as might be desired. Findings 
from qualitative and follow-up research studies (Bercovlcl, 1983; Brulninks, Thurlow, Lewis, & Larson, 
1988) document that physical Integration of adults with handicaps in community settings does not 
guarantee the establishment of social and interpersonal relationships. O'Connor (1976) rGported that 
57% of alt residents in community residential facilities had friends from outsi'i-e the facility, and that 46% 
of residents visited outside the facility with those friends. Birenbaum and Seiffer (1976) were able to 
identify few friendships away from the residential or day programs for the Gatewood residents they 
studied and saw little evidence of the benefactor relationships with nonhandicapped friends that were 
so important to the persons in nonsupervlsod living arrangements who wero studied by Edgerton (l 967). 

In a national Inten/iew study of about 2,000 handicapped people (Hill, Rotegard, & Bruininks, 
1984), careprovlders were asked about special friends of residents (someone who did things with a 
resident outside of the job role, and with whom resident looked fonvard to doing things). For residents 
with no reported friends, questions were asked about special relationships other than family members 
who might take a special Interest in a resident. The results of this study, shown In Table 1.4, 
documented that private, generally smaller community-based facility residents were more likely than state 
institution residents to have friends, although a discouraging number of persons in each type of facility 
had no one that staff could identify as having a friendship or unpaid special relationship with residents 
(42% of private facility residents and 63% of public facility residents). Social isolation is a theme 
common In other research as well (Calkins, Walker, Bacon-Prue, Gibson, Martinson, & Offner, 1985; 
Crapps, Langlone, &Swaim, 1985; Malin, 1982). 
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Table 1.A 



Percentage of Reeldente 

uith Friefxlships and Special Relationships 



Private facility State institution 

Activity residents residents 

(N « 964) (N « 996) 



Personal friends 50.4X 24. 6X 

Special relationship 7\5 1?,2 

Total 57.9 36.7 

Type of Friend 

Peer 26.2 11.1 

Facility staff 10.0 9.1 

Volunteeri advocate^ 10.8 4.3 
foster grandparent 

Romantic friend 9.4 2.5 

Current teacher or boss 3.6 1.7 

Former staff 1.8 1.1 

friends of family 2.0 .3 

Another program's staff .8 .7 

Someone from church 1.3 .1 

Neighbor 1.0 .1 

Other 1.6 «3 

Type of Special Relationship 

Peer 1.1 J 

Facility staff 5.3 9.8 

Volunteeri advocatei .6 1.3 
foster grandparent 

Roinantic friend .1 ,1 

Current teacher or boss 1.3 .8 
Former staff .4 

Friends of family - .2 

Another program's staff * .4 

Someone from church * .1 
Neighbor .1 

Other .2 .1 



With respect to persons in family care settings, Wilier and Iruagliata (1984) noted that in their 
study, foster home residents who were interviewed all indicated at least one person "with whom they 
enjoyed getting together and on whom they could depend' (p. 59), but that commonly the friends 
named weru peers in the residential settings. Wilier and Intagliata also reported that comparisons 
between family care and group homes in New York State showed both to be simila^^ in the degree to 
which friends were liKely to be invited to the facility, but that the residents of the former were more likely 
to nave neightx)rhood friends. The authors concluded that such friendships were likely facilitated for 
family care residents by the relationships already existing between family care providers and their 
neighbors. 
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Stimulated both by the rather disappointing findings regarding the relatively few and sporadic 
friendships between persons with mental retardation in residential settings with persons living outside 
those settings, and by the obvious reality that friendships will be most common with peers in the 
residential setting, there has been considerable effort in recent years to study friendship patterns in 
residential settings. Landesman-Dwyer, Berkson, and Romer (1979) conducted an observational study 
of 208 residents of 18 group facilities. They found that close physical proximity occurred between 
residants in 28% of the observation periods. They found overall facility characteristics such as average 
level of retardation (higher), age (older), and sex (female) of facility residents, and size of facility (larger) 
were related to higher levels of interaction/close proximity. Continued observational research and 
analysis by Berkson and Romer (Berkson, 1981; Heller, Berkson, & Romer, 1981; Romer & Berkson, 
1981) led to a number of conclusions about friendship among individuals in residential and day 
programs for persons with mental retardation. Among these were that specific types of programs were 
not related to the social relationships of residents (Berkson, 1981), but that the social climate of 
programs strongly influenced the social behavior of people admitted to them. A number of individual 
characteristics were also noted to be related to interpersonal relationships, including age. sex, IQ, and 
desire for affiliation. The generally low numbei of friendships experienced by persons with mental 
retardation in residential settings, the recognition that the setting itself tends to be the primary source 
of friendships for individuals, and the identification of factors affecting the number and intensiveness of 
social relationships has drawn attention to friendship and interpersonal interrelationships as an important 
aspect of residential services. As Romer and Berkson (1980) noted with respect to their research, the 
results of this study and others (Edgerton, Bercovici, 1976; Gollay, Freedman, Wyngaarden, & Kurtz, 
1978) suggest that affiliation and friendship are an integral aspect in the lives of disabled individuals that 
deserves attention in rehabilitation and programming' (p. 250). 
Costs of Care 

Since the shift from public to private management in residential service delivery began, 
researchers have been particularly interested in comparing costs among different types of facilities. For 
the most part the results of these studies must be viewed with considerable caution. Many complex 
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methodological problems are involved In such research and these are compounded by the substantial 
variation among services provided in institutions and community-based facilities which lessen the 
accuracy and appropriateness of most cross-model comparisons. 

No national study gathering cost data on residential facilities for persons with mental retardation 
has ever been structured so as to gather data on a full set of comparable and comprehensive services 
for persons living in different types of facilities. A number of studies within much more localized areas 
have gathered relatively comparable cost information for public institutions and generally small, staffed 
community-based facilities. Five studies that have gathered the most comparable data on the costs for 
persons residing in total institutions and community-based settings are summarized in Table 1.5. 

A general conclusion derived from these relatively well-controlled studies would be that when 
comparable and comprehensive services are included in the total computed program costs for residents 
of different types of staffed residential facilities, the total costs of these programs are fairly similar. 
Comprehensive 'community' programs had costs that were from 75% to 92% of total public institution 
program costs. The median finding was that the community-based programs were costing 86% of the 
institutional programs. Such differences are certainty significant, and for program cost estimation and 
policy analysis purposes they are important. On the other hand, they are much closer than average 
reported facility reimbursement rates, which in 1982 averaged $86 per day for large public institutions 
(16 or more residents) v.r\6 only $41 for small group facilities (6 or fewer residents). Statistics such as 
those reported in Table 1 .5 rtjpresent a far more realistic indicator of the )(inds of savings that might 
accrue in continuing movement of persons with mental retardation to community living arrangements 
than the simple aggregation of facility revenues. Realistically, too, such differences should not be 
viewed as structural. The single most important factor in the variability noted among these studies is 
personnel costs (Wiecl( & Bruininl<s, 1981). The cost of staff manes up most the costs of residential 
programs, and at present staff of small community-based facilities generally earn considerably loss than 
their unionized, public employee counterparts in state institutions (Ashbaugh & Allard, 1983; Lal<in & 
Bruininl<s, 1981). Maintenance of the current differential is by no means guaranteed. 
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Table 1.5 

Studies Gathering Conparable Co<^v Data on Residents of 
Public Institutions and Conmunity-Based Facilities 



Study/Author (» Year 

Minnesota 1979 
Deportment of 
Ptiblic welfare 



Touche ROSS & Co 1980 



Jones f Conroy« 
Feinstein & 
Lemanowicz 



198i 



Bensberg t Smith 1984 



Ashbaugh & 
Allard 



1984 



Canpbell & Smith 1986 



Residential Programs 
compared 

Public ICF-MR institutions 
and private connunity (ICF* 
MR) facilities in Minnesota 



Beatrice State (ICF-MR) and 
community-based mental 
retardation (CBMR) programs 
(non-lCF-MR> in Nebraska 



Pennhurst State CICF-MR; and 
coirmunity residential 
facilities (CRFs) with 
average bed size of 3.2 
clients in Pennsylvania 

Public ICF-MR institutions 
and small (less than 15 
res.) 1CF*MR facilities in 
Texas 



Pennhurst State (ICF-MR) 
institution and community 
living arrangements (CLAs) 
with 3-6 residents in 
Pennsylvania 



All large public 
institutions and all 
community facilities (1-8 
res., 9^16 res.) in South 
Dakota 



TYPy? of g9?t? lnclude<^ 

Residential! day programs, 
transportation, social 
services, (case management, 
f ami ly support, etc.), 
medical services 

Residential, day program, 
support service (physical & 
speech therapy, 
transportation, etc.) 
social service (case 
management, social work), 
administration 



Residential, day programs, 
entitlements, medical 
costs, case management, 
other 



Residential (food, rent, 
uti lities, phcne, 
maintenance, staff), 
support services (day 
services, transportation) 



Resident'Ial, day progra^ns, 
case management, 
specialized support 
services, medical and 
transportation 



Residential, day programs, 
case management, 
administration, medical 
service^ ^ol low*along 
servic or each 
indivioual. All other 
costs prorated to «ach 
individual in each type of 
facility 



Notes on Costs Included 

Cost of components calculated 
only for individuals in private 
facilities, presumed covered in 
institution per diem. Insti* 
tutional capital not included. 

Costs of components computed on a 
per client average from budgets 
of 6 CBMR regions. Beatrice 
State cost components extracted 
from facility budget. Medical 
costs for CBMR clients based on 
average of state Medicaid 
billings. Institution capital 
not included. 

Study based on a matched sample 
of 70 former and 70 current resi- 
dents of Pennhurst. Costs of 
components calculated for indi* 
viduals in both tRFs & Pennhurst. 

Costs of components calculated 
only for individuals in small 
facilities, presumed covered in 
institution per diem. 
Institution capital not included 



Costs of components caU':ulated 
for individuals in both CLA and 
Pennhurst 



General Findings 



Actual costs computed for 
individuals in institutions and 
community settings, except for 
"other" which included all other 
costs for each category of 
facility (e.g., training, 
monitoring) equally apportioned 
to each ri>sident of the facility 
type 



Higher average annual costs in 
the state institution ($19,500 
to $17,900 per year) 



Average annual costs for 
persons in CBHR programs 
($15,400) was less than in 
Beatrice State Hospital 
($19,500) 



Average annual costs for 
persons in CRFs ($40,300) was 
less than in Pennhurst State 
School ($44,200) 



Lower average annual costs in 
small iCF-MRs ($18,350 to 
$21,250) without including 
administrative costs in sirall 
facilities. Costs higher in 
small facilities if agency 
adninistrative costs are 
included ($29,900). 

Average annual costs for 
persons in CLAs ($33,250) less 
than in Pennhurst <$44,900) or 
average for PA state 
institutions. Wider range in 
client costs in CLAs ($7,200 to 
$92 1 ZOO) than in Pennhurst 
($36,400 to $76,250). 

Average annual institution 
costs of' $30,536 were higher 
than $16,893 in community set- 
tings. Cotitrolling for 4 lev- 
els of resident service need 
(of 9 total) with at least 40 
institutioiri and 40 community 
residents, cocwnunity costs av- 
eraged 71X of institution costs 



While the set of controlled cost studies in staffed coi^imunity-based facilities and public 
institutions is limited in size, it represents a more systematic data base on costs than exists among the 
different models of community based care. A substantial number of studies gathered statistics on the 
daily reimbursed costs in different community settings. For example, Baker, Seltzer, and Geltzer (1977) 
found that small group homes serving 6-10 residents in 1973 were considerably more costly ($5,700 per 
resident per year) than larger group homes of 11-20 residents ($4,100) and facilities for 21-40 residents 
($3,400), and that all were considerably more costly than generally smaller family care programs 
.($2,20!0). Intagliata, VViller, and Cooley (1979) found that annual per capita costs for family care was 
$3,130 compared to $9,255-$1 1 ,000 for group homes. The limitations of these studies and others which 
have compared different models of community care has been their lack of careful accounting of specific 
cost components. In defense of the somewhat less rigorous controlling of ail costs included In facility 
reimbursement rates, particularly in the small community facilities, those rates almost always exclude 
the day programs, which constitute the most costly nonresidential sen/ice and ar'j contained in the 
reported per diem expenditures of less than 5% of programs with 6 or fewer residents (L^kin, Hill, & 
Bruinlnks, 1985). 

Anderson et al's (1987; study of a 10% sample of facilities with one or more persons aged 63 
or older with mental retardation found dramatic differences in per diem reimbursements. Average 
resident per diems collected in 1985-6 were $14.30 for foster care, $31.70 for group homes of up to 15 
persons, and $35.10 for large private facilities with 16 or more residents. Nationally, a 1982 survey of 
residential facilities found the average dally per resident cost of 18,000 family care settings was $16.15 
for Fiscal Year 1982, as compared with $41.22 for nearly 16,000 group homes of 6 or fewer residents 
and $36.60 for group homes of 7-15 residents (Lakin, Hill, & Bruinlnks, 1985). These differences 
accrued despite general comparability in the residents of the two types of facility (36.4% versus 37.8% 
being severely or profoundly retarded, d.3% versus 7.4% being nonambulatory. 13.1% versus 9.4% not 
being toilet trained). The differences noted among the two types of facilities in the functional skills of 
their residents may have related In large measure to the greater proportions of young children in family 
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care. In comparing the models, staffed facilities tend to ongage greater numbers of care providers in 
residential programs and do so in a more scheduled and systematic way, but when comparison is made 
of the number of nonhandicapped adults on site per resident at a particular time, family care homes 
show themselves to be well staffed. For example, on a typical weekday evening at 7:30 p.m., fam ly 
care providers report 1.8 residents per nonhandicapped adult in the home; the average for small group 
homes (6 or fpwer residents) was reported to be 2.8 residents per staff member in the home. Both of 
these resident-to-staff ratios compared favorably with group homes of 7-15 residents (4.9 residents per 
staff member) and very favorably with public institutions (7.1 residents per staff member) and private 
Institutions (7.7 residents per staff memtser). Such comparisons accentuate consideration of costs not 
just in terms of total dollar amounts but also the level of supervision purchased with those expenditures. 
In those terms the already substantial differences in the cost of fa.mily care and small group care 
facilities might be increased further. On the other ha/id, if one were to compare hours of structured 
training purchased with the average daily facility reimbursement, a different comparative picture might 
emerge. Such analyses would be based on the assumption, not frequently made in cost studies of 
residential services, that the 'products' of the residential care system can, and perhaps should, be seen 
as something more than a day of 'care.' Among the numerous other potential products which could 
be considered are amounts of training, recreational activities, experiences in the community, and so 
forth. 

In looking specifically at family care models, it is clear that among the benefits of considerable 
merit that have been noted (e.g., normalized living environments, frieix .^hips in the neighborhood of 
residence), relatively low cost is clearly another important aspect. Two factors stand out in the 
universally ot^sen^ed lower costs of the family care model. The first and major factor is the cost of 
staffing, it is simply much less expensive to offer a fee for a qualified foster care provider than to pay 
wages to tiia usual number of persons who are needed to staff a small group home. The second factor 
is that capital costs are virtually eliminated from the costs of family care. Family care is provided in the 
facility' that serves as the provider's primary domicile, utilizing furniture, appliances, means of 
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transportation that are already or would otherwise generally be required for the household. As such 
the reimbursements offered can generally use rather than purchase the essential capital equipment of 
residential care. 

Small group home care, on the other hand, generally incurs many of the same costs required 
of institutional care, and, therefore, per resident costs incurred are generally similar for similar 
components of care. Such similarities became further heightened when facilities operate under the 
same set of standards, especially those which govem participation in the ICF "^R program. iCF-MR 
regulations, although providing some flexibility in the ability of small ICF-MR facilities to contract for 
services not provided by profes^iionals on-staff, nonetheless stimulate a detailed set of specific services 
that must be availablo to residents, ranging from standard medical/dental to the services of a nutritionist 
in planning menus. The regulations also specify minimum staffing patterns for diagnostic groups of 
residents and require that facilities provide programs of active treatment (see Boggs, Lakin, & Clauser, 
1985 for details). Not surprisingly, then, small ICF-MR group facilities are considerably more costly than 
non-certified group facilities. For example, nonccrtified private small group homes in 1982 had an 
average cost per day of $25.33, while private ICF-MR group homes averaged $62.19 per day. Indeed, 
among all types of facilities in the United States in 1982, ICF-MR certification was the single most 
important factor in accounting for facility costs in cost function analysis (Greenberg, Lakin, IHill, Bruininks, 
& Hauber, 1985). Regarding this finding, the authors concluded that controlling for caoe-mix. other 
facility characteristics, and state, ICF-MRs were on the average almost $24.00 per day more expensive 
than non-ICF-MRs. They then ask, "What is the extra $24 a day purchasing? To what extent do these 
additional expenditures trai ite into higher quality of care? Are these additional expenditures 
necessary and/or beneficial to all groups of residents? . . . [S]uch considerations will ultimately be 
determined by better understanding ihe sen/ices that are purchased with these expenditures' (p. 7.69). 
Because small iCF-MR group homes are such a notable subset of small group homes in terms of their 
costs, and presumably, but possibly not, in what they provide for those extra costs, the small group 
home sample in this study was controlled to include small ICF-MR group homes. 
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Purpose o; This Study 

The prev^eding pages provided a review of research and Issues guiding the present study. The 
purpose of this study was to conduct a comprehensive examination of family care and small group care 
by gathering detailed Information on a wide range of topics that previous research and the philosophical 
and habilitatlve principles outlined earlier in this chapter suggest as Important to the further development 
of small, community-based living arrangements for persons with mental retardation. The study examined 
and compared foster homes and small group homes providing community care to persons with mental 
retardation by describing the nature and variations In residential services provided in small staffed and 
specialized family care residential placements. Specific attention was given to issues such as: 

• the characteristics of residents, including primaiy and secondary disabilities, functional skills, 
challenging behavior, special health/physical needs, and so forth, 

• the characteristics of facilities, including licensing, accreditation, certification, administration 
staffing, location, and so forth, 

• the characteristics, training and attitudes of primary care providers, 

• the amount and nature of services and care received by residents, 

• the amounts and types of habilits don/training activity provided, 

• the leisure and recreational experiences, social contacts and community integration of residents, 

• the amount and quality of contact with family, friends, and non-handicapped people in general, 

• the opportunities for improving and practicing independent living/community utilization skills, 

• the elements of cost reflected in reimbursement, including differential rates of reimbursement, 
non-reimbursed costs such as volunteered capital expenses (e.g., house, car), and costs not 
reflected in reimbursement that are provided through other agencies (e.g., sheltered workshops, 
recreational programs). 

Research Questions 

The research questions of this study included those areis considered essential to an 
assessment of the status and potential of small groups and family care programs in the United States. 
Am.ong those areas and the related research questions were the following: 
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Chmcteristlcs of Clients: How do the specific functional characteristics of r^^o-dents of 

nS!Sc !ll^ir £?L®.f°"'P^'l'*"^^ 9'°"P What are medical an:J health 

needs, special habilitatlon needs, and other service needs? What assistance do providers 
receive and feel they need In dealing vi^ith various resident characteristics? 

Programs and SeMces: What programs and services do residents receive, and hov*^ often are 
they provided? Hovi^ do the programs and services received by residents in specialized family 
care homes compare vi^ith those of residents of small group facilities? What programs and 
services are needed? Are mandated programs (e.g., education for children) delivered? 

Daily ActMtles: What kinds of social, leisure, recreational and other daily activities do residents 
f"?,S?®o • °* ^° ^^'^'•y residents compare with the residents of small group 
facilities? Are certain types of activities clearly missing from the lives of residents? 

Community Participation: How do the opportunities for independent activity and communitv 
participation in family care homes compare with small group residences when controlling for 
rSente? °^ impairment? How actively do care providers support integration of 

Characteristics of Caretakers: What are the characteristics of family care providers and how do 
Lv^^Hnn'!®' L'S"L ^«s'd«"ce staff (e.g.. demographic, education, training, 

experience, attitudes, goals for residents, stability as care providers, activities with residents)*? 
What do care providers themselves see as their own greatest needs? What do care providers 
see as the most Important factors affecting the growth and success of family care and srnall 
group care programs? What types of residents would providers specifically desire/be willing to 
wort< with? What types do they feel are most appropriate for family care? 

Famity and Friendships: What kinds and frequencies of family Involvement Is maintained for 
res dents of family care and small group facilities? What kinds of friendships are maintained with 
residents and with whom? What is done to promote family involvement and friendships? 

Cost of Care: How do cost and reimbursement rates of family care and small group care homes 
compare? What factors account for differences (e.g, payroll, capital expense)? What sen/Ices 
do these costs purchase and at what cost-to-service ratios? Do differences suggest cost-benefit 
based policies for state and federal governments? 

Recommendaions: Based on study findings, what particular factors stand out as important as 
states utilize family care and small group care facllltie^i in continuing the evolution of community- 
based services systems? What are the positive and negative asoects of each model*? what 
are the important problems that must be addressed in improving the quality of each of the 
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CHAPTER 2 
METHOD 

This sturV was based en a three-stage sample of small foster homes and staffed group homes 
in the United States and of residents in them. For the purposes of this study, 'small' was defined as 
6 or fewer residents, not including foster parents or staff. The first stage of sampling was development 
of a sample frame through a national census of residential facilities (Hauber et al., 1984). The second 
stage of sampling was the selection of a controlled random sample of facilities from six type-by-size 
groups, including foster homes, small group homes, and small ICF-MR certified group homes (ICFs- 
MR), with each type divided Into facilities with 4 or fewer residents and those with 5 or 6 residents. The 
third stage of sampling was the random selection of individual residents within the sampled facilities. 
Data collection for both the facility sample and the resident sample was carried out through a 
combination of telephone interviews and mail questionnaires. 
Sample Frame 

The sample frame for this study was a national registry of all family care and group care 

facilities that were licensed, contracted, or operated by states (as of June 30, 1982) to provide 

residential services to persons with mental retardation, and which had 6 or fewer residents, one or more 

of whom had mental retardation. The sample frame was developed by the Center for Residential and 

Community Services (CRCS) in its 1982 National Census of Mantal Retardation Facilities, which was 

carried out in the last 3 montlis of 1982 and the first 6 months of 1983. In all, the 1982 census 

identified 15,663 facilities providing 24-hour, 7 days-a-weel< responsibility for room, board, and 

supervision for one or more persons with mental retardation. Data gathered on facilities in the registry 

included basic administrative and resident data, resident movement data, cost, and personnel data 

(Hau^^er et al., 1984). Respondents to the 1982 census classified their own facilities according to 

several operational definitics of facility types, two of which were: 

A residence owned or rented by a family as their own home, with one or more mentally 
retarded people living as family members (e.g., foster home) 
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A residence with staff who provide care, supervision, and training of one or more 
mentally retarded people (e.g., group residence) 

The registry of facilities from the 1982 censu.s represented a unique universe from which to draw 
the nationally representative sample of the facilities of interest in this study. Analysis of this registry 
showed foster homes and small group homes to be the two most numerous types of residential facilities 
nationally. Specifically the analyses showed that among 15,633 facilities with 243,669 residents there 
were 6,587 foster homes (with 17,147 residents with mental retardation), and 3,557 small ICF-MR end 
non-ICF-MR group residences (housing 15,701 residents with mental retardation). In all 10,144 facilities 
nationwide (64.9% of all facilities) were in the tyoe and size categories being studied and 9,932 of these 
(97.7%) had all facility, resident and contact data needed to be included in the sample frame. Of these 
facilities, 64.2% were foster homes (with 49.9% of residents), 30.9% were non-certified group homes 
(42.0% of residents), and 5.0% were ICFs-MR (8.1% of residents). 

In order to accomplish the sampling process the sample frame was stratified into the six size- 
by-type groups noted above. The distribution of the facilities in the sample frame and the total number 
of persons with mental retardation in them is shown in Table 2.1. 



Table 2.1 

Distribution of KaciUties and Residents 
in the Sample Frame 





Total Facilities 


HR Residents 


Group 


Nationally 


Nationally 


Foster homes"' 






4 or fewer residents 


5,426 


10,794 


5 or 6 residents 


949 


4,885 


GrouD homes 






4 or fewer residents 


1,521 


4,610 


5 or 6 residents 


1,544 


8,562 


ICF-MR GrouD Homes 






4 or fewer residents 


146 


500 


5 or 6 residents 


346 


2,029 



This number differs from the total number of foster care homes and residents reported above for two reasons. 
Firjt some facilities identified as "foster care homes" had more than 6 residents. Second in the 1982 survey, 
thrc^ states surveyed their foster care providers independently and providers were identified only upon their 
approval. The sample frame did not include providers who requested that they not be identified. 
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Facility Sample Selection 

In designing a sampi:<ig strategy, a decision had to be made about whether the primary cnal 
of the sampling process should be to approximate the general distribution of facilities (as shov;n in 
Table 2.1) or to sample so as to facilitate description and comparison of facilities in the different 
categories being studied. Because the purpose of the study was clearly more directed toward 
describing and comparing the six facility groups than toward developing population estimates, a 
controlled sampling strategy was devised to provide an adequate sample of each type of facility to 
permit such descriptions and comparisons. However, equal cells for each facility type were not planned 
for two reasons. Family care settings with 4 or fewer residents constituted about 55% of the total 
facilities in the sample, but only about one-third of the total residents of small residential settings in 
1982. This suggested that a somewhat larger sample of these facilities would be appropriate in order 
to obtain an adequate sample of residents in the second stage sampling. In stage two, two residents 
were sampled from each facility, with the obvious exception of the foster homes with only one resident. 
From the sample frame data It was expected that approximately 40% of sampled foster homes in the 
1-4 resident category would have only one resident. Therefore, increasing the sample size of the 
smallest foster homes (1 -4 residents) would be necessary to ensure a comparable number of residents 
of these homes in the sample. It was also observed that the two small ICF-MR cells had relatively few 
facilities and that these facilities were concentrated in three states (New York, Michigan, and Minnesota). 
Therefore, it was believed that the sample sizes for these facilities could be reduced somewhat below 
those of the other facility types. With these considerations the sample of facilities and residents shown 
in Table 2.2 was planned. 

The sample frame for this study contained information on facility type and size, address, phone 
number, and the name of the census survey respondent. For each of the six type-by-size groups a 
complete listing of facilities was printed, grouped by state. The total desired sample size was then 
divided by the totai number of facilities in each type-by-size sample frame to obtain the sampling ratio. 
A random numt>er was selected from 1 to the denominator of the sample ratio. Beginning with the 
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Table 2.2 

Desired d^if)le of FacUUfes and Residents 



Number of Nur^r of 

Facilities Residents 



Foster Homes 



4 or fewer residents 


60 


80 


5 or 6 residents 


40 


80 


ScouD Homes 






4 or fewer residents 


40 


80 


5 or 6 residents 


40 


80 


ICF-MR Group Homes 






4 or fewer residents 


20 


40 


5 or 6 residents 


20 


40 


Total 


220 


400 



facility with that number and continuing through the sample frame, facilities were selected at intervals 
equal to the sampling ratio. 

The sampling of facilities for this survey occurred In June 1986. This meant that on the average, 
approximately 3 years had elapsed from the time the census questionnaire had been returned. A 
considerable amount of change was discovered among the facilities and respondents during this period. 
Four basic types of change were noted: 1) facility closure, 2) facility movement to an unknown address, 
3) change in facility size and/or program type, and 4) change In the facility staff. Because of these 
instabilities certain rules were established to govern facility eligibility for participation in this s^idy: 

1. If a facility changed address since completing the 1982 questionnaire and could be located, 
It was included in this study if the same provider had moved the facility with at least one of the 
original residents, and the facility still met the criteria of Inclusion and the following conditions 
were met. 

2. If a home of a particular type had changed size between June 30, 1982 and the time it was 
recontacted, moving from the smaller (1-4 residents) to the larger (5 or 6 residents) category, 
or vice versa, it was Included In its new size category. If it had grown to larger than 6 residents 
or no longer had residents with mental retardation It was replaced. 

3. If a facility indicated that It had changed type, either from family care, group care, or ICF- 
MR .0 some other type, it was replaced. 

4. To participate in the study, a group home had to have available for participation an individual 
who worked at least 50% time (FTE) in the facility and at least 25% time in a direct-care role, 
and who had worked in the direct-care capacity for at least three months. 
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Facilities which were no longer eligible because of size or type changes or because they had 
no eligible direct-care respondent, facilities which could not be located, and facilities which refused to 
participate were replaced with the facility appearing immediately after it in the sample frame listing. 
Aesponsa Rate 

Table 2.3 shows details of the original sample of facilities and residents, participants from the 
original sampling, replacements, nonparticipants, and the final number of responding facilities and 
residents. As shown, a substantial number of facilities sampled or among replacements (73) did not 
meet the inclusion criteria for this study. Although the proportion of ineligible facilities was fairly similar 
across facility types (from 25% to 45%), the reasons for ineligibility varied by type and size groupings. 
Population increases giving facilities more than 6 residents were common, particularly in the 5 to 6 
resident sample rrame grouping. Often this reflected the fact that the facilities surveyed in 1982 were 
new and although they had 6 or fewer residents on the date of the 1982 survey, they were in the 
process of increasing their resident population, so that by the time thoy were recontacted for this study 
their number of residents was higher than the study's upper limit of 6 More often it merely reflected 
fluctuating populations within facilities serving from. 5 to 8 residents. Among the smallest foster care 
homes it was common that facilities no longer had a resident with mental retardation. These homes 
were also the most lilcety to have changed address. Changing facility types' also occurred at times, 
with changes from fosier home to group home or from noncertified group home to ICF-MR group home 
occurring fairly frequently. Partirularly among facilities that in 1982 had reported themselves to be 
foster homes of 5 and 6 residents there was a tendency to redefine themselves as group homes. 
Among facilities that in 1982 had indicated themselves to be group homes of 4 or fewer residents there 
was a tendency to redefine themselves as family care homes. In both instances facilities were then 
considered ineligible and were replaced. 

Despite the higher than expected noneligibility and the 'unlcnown' status among small foster 
homes, which appear to demonstrate a rate of mobility similar to households in the general population, 
no obvious biasei were apparent in the sample. Facilities that moved or closed are discussed in detail 
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Table 2.3 

Desired and Obtained Samples and Categories of Nonparticipants in the Study 



ERIC 



Facility Types 



Initial Sarole 



Facilities 



Residents 



Initial 
Facility 
Participants 



Replacement 

Facility 
Participants 



Nonparticipants by Reason 



Not 

Eligible 



Unknown 



Final Resprnding 



Refused Facilities Residents 



Footer Homes 

4 or fewer residents 

5 or 6 residents 



60 

40 



80 
80 



26 
15 



19 
20 



16 
15 



12 
3 



6 

7 



45 
35 



71 
68 



C roup Hocne^ 

4 or fewer residents 

5 or 6 residents 



40 
40 



80 
80 



21 
17 



7 
22 



13 
IB 



5 
3 



28 

39 



53 
77 



ICF-MR Group Homes 

A or fewer residents 20 

5 or 6 residents _20 

Total 220 



40 

400 



11 
101 



5 
80 



6 

_5 

73 



0 

18 



3 

_4 

28 



16 

_!fi 

181 



32 
35 

336 



'in cases when a replacement selection was itself tnknown, not eligible, or refused to participate, it was replaced again. Therefore the total nuoiber 
of nonparticipants is greater than 100X. 
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in Hill, Chen, Bailnlnks, & Matteson (1988).' Refusals were modest in number, particularly given the 
extensive demands the study placed on respondents. Refusals numbered 28 in all and were 
proportionally distributed across all facility types. Refusals as a percentage of total facility participants 
plus refusals were 13.4% for all facilities and ranged from 7% to 18% among the six facility groups. 

in all, 38 states had one or more facilities selected for participation in this study. Facilities from 
37 states actually participated. On June 30, 1982 the 13 states from which no facilities were sampled 
accounted for 2.5% of the total number of facilities in the United States witli 6 or fewer residents. With 
respect to the states from which facilitiss were sampled, Califomia had the greatest number cf 
participating facilities (41), followed by New York (21) and Michigan (19). Together these three states 
accounted for 45% of the facilities in tr 3 sample as compared with 48% of the total number of facilities 
with 6 or fewer residents in the sample frame. Based upon the sample characteristics, it is reasonable 
to conclude that the sample quite closely approximates the distribution of such facilities in the United 
States. 

Quettlonnaln DevelopniMt and Field Testing 

Data collection instruments were developed around a base of specific research questions raised 
In previous research and/or intuitively related to efforts to provide residential services that reflect evolving 
standards for community-based services. Assistance in the development and review of instruments was 
obtained from a number of colleagues, including James Intagliata who in collaboration with Barry Wilier 
had previously conducted a number of important studies of foster care and small group facilities (a 
number of which are referred to in Chapter 1). Survey instruments were drafted, reviewed and revised, 
then field-tested with eight foster care and small group care providers, and revised a final time. 

Most questionnaires, other than the facility interview survey, were completed by mail. However, 
all respondents were given the option of a full telephone interview for all survey instruments, it was 
assumed that this would reduce the likelihood that careproviders with relatively low reading and writing 



'Follow-up on homes that had moved indicated that in many cases residents moved with the facility. 
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abilities and/or low Engiish proficiency wouid have a higher tendency not to respond. The study was 
conducted in "waves' beginning in September 1986 and continuing until March 1987. Each wave was 
approximately 2 months long and permitted concentrated assistance and foltow-up to be directed to the 
approximately 50 respondents being surveyed during each wave. 
Respon(l»nt and Subject Idontiflcation 

Facilities were first contacted by an introductory letter which contained an explanation of the 
project, the expectations, availability of a modest payment for participation, and information about the 
schedule of the subsequent phone contact. The letter and an initial phone contact were directed to the 
respondent of the earlier 1982 census survey. Frequently that individual was no longer at the facility, 
or was there, but in a capacity that did not make him/her an eligible respondent. In such instances 
another eligible respondent was identified. Criteria for eligibility as a respondent included working at 
least 50% time, including at least 25% time as a direct-care provider and having worked in a direct- 
care capacity for at least three months. For the purposes of this study, a direct-care staff member was 
considered to be the person, or one of the persons with primary responsibility for the day-to-day care 
and supervision of the facility's residents. No specific methods were employed to identify any particular 
respondent in those facilities in which more than one qualified respondent was employed. Generally 
in eligible facilities the respondent was the first eligible individual contacted in that facility. In order to 
maximize participation, a twenty-five dollar honorarium was offered to eligible respondents at the time 
of Initial contact for what was estimated to be three to five hours of total time commitment over the 
course of the project. 

in the original telephone contact, respondents were identified and a brief interview was 
conducted or scheduled. The telephone inten/iew had four purposes: 1) to determine eligibility of 
facilities; 2) to identify and obtain a commitment from an eligible direct care person to sen/e as a 
respondent; 3) to orient respondents to the study in general and to the specific questionnaire packets 
that would follow; and 4) to gather facility data that would be difficult to obtain in the mail questionnaire. 
Usually, too, during this contact the specific subjects of the resident questionnaire were Identified using 
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a 'resident identification worksheet' Whether mailed or administered over the phone the purpose and 
procedure of the resident identification process was the same: to identify facility residents eligible for 
the resident sample and to implement a procedure for the random selection of sample members from 
among eligible residents. In order to be eligible for sampling, a resident must have been classified as 
mentally retarded and must have lived in the home fcr at least 3 months. If it was determined at the 
time of the original phone inten/iew that a teciii^/ had only one or two eligible residents, it was agreed 
that the individual or the pair would automatically become subjects of the study. In cases where 
facilities had 3 to 6 residents, the resident identification procedure was a straightfonvard way to 
systematize a simple selection strategy. Using first and last initials of ail facility residents, the two 
individuals selected were the first two in alphabetical order according to those two tetters. These initials 
then further served as identifiers for the resident questionnaires, and during editing and follow-up. The 
facility interview conducted at this time, usually supplemented with additional follow-up inten/iews, 
gathered considerable general information on facilities and their residents as well as detailed information 
on facility costs and administration. Mail questionnaire pacl<ets, which followed within a week of the 
telephone interview, had two or three primary inserts. These were 1) a resident identification worksheet 
(if not completed over the telephone), 2) a careprovider questionnaire, and 3) one or two resident 
questionnaires. The careprovider questionnaire was designed to gather basic information about the 
careproviders' demographic characteristics, training, attitudes, and job relevant characteristics. This 
questionnaire was completed by the direct care respondent regarding him/herself. The resident 
questionnaire (one or two per home) focused on gathering a comprehensive set of data on the 
characteristics of residents as well as on the services, programs, community and leisure activities and 
other experiences and opportunities that define the nature and quality of their life in the community. 
Editing, Coding and Data Procesiing 

When questionnaires were received they were immediately logged, checked to see that the 
return contained ail questionnaires that had been mailed to respondents, and, within a day or two 
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edited for completeness and logic of responses. Callback interviews were necessary for almost all 
questionnaires, as anticipated prior to the study. 

A codebook for coding responses was developed by 5 staff members iointly coding 20 
completed questionnaires. All further coding then complied with the standards and rules established 
In the codebook. All coding was done by one of 5 staff members directly involved in product 
Instrumentation and data collection. Periodic independent check coding was also employed to monitor 
coding accuracy. Overall, more than 25% of questionnaires were check coded with no evidence of 
significant errors. Certain open-ended Item codes we»a 100% check coded. 

Following data entry, extensh/e computer checks were conducted to detect errors of coding 
or to question inconsistent respc ses to suaoy questions. These last editing problems were rectified 
through correcting errors, or in the case of illogical, erroneous, or otherwise questionable responses, 
through a final follow-up to respondents or by coding data as missing. Decisions with respect to 
further follow-up or coding data as missing ware based on the relative importarce of the data In 
question. 

Special Analy9l9 of Community integration 

A subset of items pertinent to integration or potentially associated with community integration 
w«jre selected from the survey for a special analysis described fully In Chapter 6 of this report. The 
same Items were adapted slightly and administered to a random sample of the United States population 
(N = 100). "Integration into the life of the community' was defined as consisting of four components: 
(a) domestic, (b) vocational, (c) leisure, and (d) social integration. A multivariate analysis of variance 
was ujjed to compare the four groups of individuals (foster home, group home, and ICF-MR certified 
group home re:„;dents, and the general population) on the four-variable integration construct. Canonical 
correl.itlon for the fo. -variable Integration construct and multiple regression (for analysis of each of the 
four components) analyses were undertaken to determine factors associated with integration for people 
in residential facilities. 
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CHAPTER 3 

rACILITY AND CAREPROVIDER CHARACTERISTICS 
This chaptRr pres»onts information about a range of physical and administrative characteristics 
of sampled facilities and their staff. 
Facility Characteristics 

Table 3.1 reports basic descriptive statistics about the residential facility samples by facility 
type and size. As would be expected, licensed capacity and average number of residents per facility 
are closely linked. The only notable difference in average size was among the small facilities (4 or 
fewer residents). Small foster homes averaged about 2.2 residents, small group homes 3.2 residents 
and small ICFs-MR 3.9 residents. Small ICFs-MR averaged almost exactly 4 residents because by 
regulation an ICF-MR c^nnc* be smaller than 4 beds. Openings within these facilities permitted the 
average to fall below 4 residents, just as openings c^^used son^e ICFs-MR licensed for more than four 
residents to fall Into the category of 4 resident facilities at the t.me of this survey. 

Licensed capacity and current resident population statistics indicate that sll but small foster 
homes were operating at very close to licensed capacity. Among the small foster care homes the 
resident population was only 66% of the licensed capacity. Presumably most of these foster homes 
do not intend nor desire to operate at the formal maximum capacity established for them by licensing. 
Occupancy rates for the other types of facilities ranged from 82% in large group homes to 98% in large 
ICFs-MR. 

Residents with mental retardation. Resid-^nts in all groups of facilities were overwhelmingly 
persons with mental retardation. Persons with mental retardation made up 98% of more of the resident 
populations of all facilities except the larger group homes in which 93% of residents were persons with 
mental retardation. 

Staffing pattern. Small residential facilities frequently use staffing patterns in which 
careproviders live in the facility along with the residents. Foster care settings are by definition and in 
actual practice "facilities' in which persons with mental retardation live in the home of their primary cara 
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Table 3.1 



Selected Ackinistratfve Charactei iitice of SMall Residential 
Settings for Persona with Mental Retardation 



Facility Type / Residents 



Administrative 
Charactei^istic 


Foster Home 


GrouD Home 


ICF' 


■HR 


F/>r 


1-4 


5-6 


1-4 


5-6 


1-4 
(N=16) 


5-6 
<N=18) 


Licf^nfieri Caoacitv 
















M 


3.39 


5.85 


3.52 


6.16 


4.13 


5.89 


51.5** 


so 


1.70 


.44 


.77 


.76 


.50 


.47 




Totnl number of Residents 
















M 


2.24 


5.63 


3.25 


5.64 


3.94 


5.78 


126.9** 


SU 


1.15 


.49 


.58 


.67 


.29 






Number of Residents u/ HR 
















M 


2.20 


5.23 


3.18 


5.62 


3.94 


5.78 


P0.7** 


SD 


1.12 


1.14 


.61 


.88 


.25 


.43 




Staffing Pattern 
















Shift only 


O.OX 


O.OX 


71. 4X 


61. 5X 


O.OX 


77 OV 

ff.Oil 


92.2"* 


Live In 


mo.o 


100.0 


28.6 


38.5 


25.0 


22.2 




Household size'' 


















5 07 


R OA 
o. uo 


"K 71 


O.J 1 


4.25 


6.06 


36.8** 


SD 


1 .98 


1.33 


1 18 


1 32 


.6ft 


.80 




Ooerating Agency 
















State/PRF 


u ■ 


O.OX 






O.OX 


O.OX 


166.6** 


Regional /Local Gov 


0.0 


0,0 


7.4 


10.3 


0.0 


0.0 




Priv for Prof 1 t/Fami ly 


100.0 


100 0 


11,1 


10.3 


0.0 


5.6 




Private Nonprofit 


0.0 


0.0 


77 fl 


76 9 


100.0 


94.4 




Other 


0 0 


0 0 


0 0 


0,0 


0.0 


0.0 




Restricted from Admission 
















Children/ Adolescent 


38. 6X 


40. ox 


64.3% 


76. 3X 


53. 3X 


72. 2X 


18.1** 


Adults 


25.0 


25.7 


7.1 


7.9 


6.7 


0.0 


13.7* 


Hales or females 


36.4 


22.9 


17.9 


31.6 


33.3 


22.2 


4.2 


Persons not toilet trained 




31.4 


14.3 


31.6 


6.7 


16.7 


15.6** 


Persons using wheelchairs 


54.5 


37.1 


17.9 


31.6 


73.3 


33.3 


10.9 


Persons wi^h serious behavior 
















problems 


56.8 


45.7 


3.6 


18.4 


6.7 


22.2 


35.1** 


Persons wno are deaf 


27.3 


25.7 


0.0 


13.2 


0.0 


5.6 


17.1** 


Persons who are blind 


38.6 


31.4 


0.0 


26.3 


0.0 


16.7 


20.9** 


Persons needing daily medical 
















procedures 


27.3 


11.4 


3.6 


10.5 


U.O 


0.0 


16.4** 


Persons with epilepsy 


29.5 


14.3 


0.0 


2.6 


0.0 


O.C 


26.8** 


Persons needing special diet 


13.6 


17.1 


0.0 


2.6 


0.0 


0.0 


13.6* 


Persons tending to run away 


47.7 


45.7 


3.6 


18.4 


6.7 


0.0 


35.7** 



Household size iiicludes residents and live- in staff. 

* p < .05 
** p < .01 
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providers. In group homes and ICFs-MR. careproviders 'live-in' in only about 30% of facilities. Group 
homes were somevt/hat more likely than ICFs-MR to ha*'e live-in careproviders. (Note that in this study, 
foclllty size was based only on the number of residents with handicaps.) 

Household s/ze. When one includes all members of the household (persons with mental 
retardation, live-in care providers and their families), the average household size of foster homes is 
considerably larger than the group and iCF-MR facilities of the same size category (i.e., 1-4 residents, 
5-6 residents). Most people living in the smaller foster care hemes were in households where a minority 
(44%) of household members were disabled. Households in the larger foster care homes were about 
70% composed of persons with all type.^ of disability and 65% persons with mental retardation. Group 
home and ICF-MR households were predominantly composed of persons with disabilities, averaging 88% 
to 95%. Half of all foster homes and 5% of the group 'acilities had children of careproviders living in 
thu facility. 

Operating agency. By definition, foster homes operate like private for-profit agencies, keeping 
any payments beyond their total costs, in reality, of course, ..le 'profit margin' is minimal to nonexistent. 
Other small facilities in tha sample were overwhelmingly operated by private nonprofit agencies, with 
about 12% of the smaller and larger group liomes operated by state, regional or local government 
agenci&^. Among nonfoster care settings, less than 10% of facilities were operated by for-profit 
agencies or individuals. 
Policies and Attitudes Toward Residents 

Careproviders were shown a list of characteristics, and asked whether they would consider 
accepting people with these characteristics for residential placement. Table 3.1 shows the proportion 
of careproviders who reported they would not cottsidar individuals with various characteristics for 
admission. Overall, foster parents most often reported restrictions, ranging from a high of 57% of small 
foster homes that would exclude persons with serious behavior problems to a low of less than 1 5% of 
foster homes that would place limits on Jly medical care or special diets. Foster hon~.as were less 
lil; ^ty than group homes or ICF-MR certified group homes to exclude children and more likely to oxciude 
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adults. These "preferences' were of course related to licensing. Approximately one third of all facilities 
accepted only males or only females. 

In a follow-up open-ended question, the most commonly stated reasons for restrictions on 
admissions were that the homo was not staffed, trained or able to handle the work required by residents 
with certain characteristics, indicated by 18-43% of respondents depending on facility type; personal 
preference. Indicated by 8-46% of respondents; conflict with the characteristics or needs of other 
residents, indicated by 12-27% of respondents; or certain resident characteristics that would require 
physical modifications to the home. Careprovider's age, health and/or strength were occasionally 
mentioned by foster care providers as a reason (18% and 17% of small and large foster care facilities 
respectively) but never by other careprovlders (who tended to be much younger on the average). 
Licensing requirements were mentioned by loss than 20% of respondents as a reason for restrictions 
on admission, and firiancial reasons, including the need for more or different Insurance, were cited by 
less than 10%. 

Respondents in 60% of facilities surveyed indicated that their facility had in the past accepted 
at least one lOsident whose placement had not worked out. There were no significant differences 
between facilities In the incidence of unsuccessful placements nor in how long ago the most recent one 
occurred (50% within the last 5 years). When asked about the disposition of these residents, 41% of 
careprovlders did not know where the (most recent) resident vvent after leaving, 18% indicated that he 
or she had gone to a state institution, 10% to another group heme or foster home and 8% to live with 
their parents or relatives. Seventy-five percent of unsuccessful placements were reported to have been 
related at least partially to a behavior problem. 

Respondents were asked whether calls and visits from residents' family members affected the 
success of residents' placement in their home. Overall, almost no respondents (4%) felt that contact 
with family members hindered the success of placements. The majority (58% overall) fe lt that the 
amount of family contact that benefitted the community placements depended upon the particular 
resident, white another 21% felt that the amount of family contact was directly related to greater 
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placement success; 11% indicated that family members did not have any contact with the residents 
under study. 

Rjsldent Involvement In decision making In the home. Overall, a slight majority of 
respondents (58%) indicated that residents made their own decisions about what to wear each day. 
The decision was mutual (resident and careprovider) in 24% of homes, and the careprovider made the 
selection in 10% of all homes. Decisions about room decoration were made by the residents themselves 
in 40% of facilities, mutually in 45%, and by the careprovider in 15%. Although facility differences were 
found in the manner of roommate selection, those were largely attributable to the fact that nearly half 
of residents in small foster care and small group homes did not share rooms (42% and 48% 
respectively), compared with 6-0% in other facility types. Residents selected roommates themselves in 
4-18% of facilities depending on the type; careproviders alone made the decision in 13-24% of facilities, 
rt was mutual in 7-22% of facilities surveyed, other factors detenTiined the decision 15-20% of the time 
(e.g., clients were assigned to 'empty beds'), and careproviders made the decision, but took many 
factors Into account, in 7-22% of the facilities. 

Most careproviders indicated that residents' hours were individualized, with 69-87% (depending 
on the facility type) indicating that some residents could stay up later than others. Most respondents 
also indicated that some residents could get up earlier than other residents or careproviders. Most, 
however, did not allow residents to stay up later than careproviders at night, or indicated that some 
staff were awal<e around the clock. Only 13-39% of respondents stated that residents were permitted 
to stay up after the careprovider had gone to bed. 

Open-ended responses from almost all respondents (92-100%) indicated that they enjoyed 
social activities with residents together as a family. In addition, 80-94% indicated that they ate meals 
together as a family. A minority of respondents (16-39%, depending upon facility type) felt that having 
mentally retarded individuals in the home had discouraged neighbors from visiting. 
Licensing and Monitoring 

Table 3.2 summarizes the findings on licensing and monitoring of the community facilities. All 
residential programs in the sample r ported having a specific license to operate their program. The vast 
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majority (89%) of the facilities in this sample reported that they received their license or certification from 
a state agency. Regional agencies of the state or local (county) governments- licensed about 5% of 
iacilities. None of the facilities reported themselves to be licensed by private agencies functioning as 
quasi-public representative of government agencies. Careproviders in about 8% of all facilities (1^3% of 
group homes) were unsure of the specific agency that provided their license to operate a program. 

Only 9% of fp.cilities in the sample ranorted they were visited by their licensing agency less 
than once per year. Less than annual visits were most often reported by the smaller foster homes 

Table 3.2 

Licensing «nd Nonitorina of SmU Residential 
Stfttinss for Persoriii with Mental Retardation 



Facility Type / Resjdetits 

F oste r Horns Group Horn 

1-4 5-6 1-« 5-6 1-4 5-6" >r 

<N=45) iN=35) (N=28) <H»S9) <N=16) (N=ia) 



Licersed/Certif ied bv: 














State Agency 


94. «X 


100.0X 


77.6% 


66.7X 


100. OX 


88.9% 


Reg{o>ial/Local Gov 


5.6 


0.0 


7.4 


5.1 


0.0 


11.1 


f'rivote 


0.0 


0.0 


0.0 


0.0 


0.0 


0.0 


Not Sure 


0.0 


0.0 


14.8 


28.2 


0.0 


0.0 


None 


0.0 


0.0 


0.0 


0.0 


0.0 


0.0 


Licensor visits er Year 














Less tha.. ' 


19. OX 


0.0% 


11. 5X 


7.7X 


o.ox 


o.ox 


One 


69.0 


9?.? 


88.5 


61.5 


71.4 


76.5 


Two 


7.1 




0.0 


23.1 


28.6 


11.8 


Three 


2.4 


3,6 


0.0 


3.8 


0.0 


5.9 


. o-jr 


2.4 


3.8 


0.0 


3.8 


0.0 


5.9 



* P < .01 



(19%) and the smaller group homes (12%). The vast majority of facilities reported one visit per 
year from the licensing agency (76%). Fifteen percent of facilities reported that they were visited from 
2 to 4 limes in the past year by a licensing or certifying agency. 
Charisicterlsti(i9 of the Residence 

The small facilities in the present study were predominantly (83%) single houseliold dwellings. 
Table 3.3 presents statistics on the location and basic physical characterist''".s of these homes. 



Facilities 
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Taole 3.3 
Characteristics of the Residence 



Facility Type / Residents 





Foster Home 


GrouD Home 


ICF' 


-MR 




1-4 


5-6 


1-4 


5-6 
iH-jyj 


1-4 

IN- lOj 


5-6 


Size of Coftmunitv 
















Farm/Rural 




^ r • 1 ^ 


10 71 


^ . "ffM 


13. 3X 


16. 7X 


32.0** 


Town of lesB than 5 .000 


22 7 


A A 


10 7 


in A 


6.7 


5 6 




SfOOO^-SOfOOO Res. 


13 6 




21 6 


37 A 

.O 


13 3 


33 3 




Siiburb/Laroe Citv (50. 000'*' 
















fte8» } 


29.5 


31.4 


57.1 


45.9 


66 7 


44 4 




















Frimftrily single faifffly 


OH • 1 m 


AQ C\X 


OU. f m 


tx 


46. 7X 


94. IX 


2a 4* 

CO • t 


Prlmarilv inuitiDLe faniiLv 

F 1 1 (imJi ' * ' iiM 4 V 1 1^ k V ■ sill » ^ f 


















Q 1 


C 7 
9 • r 




1A A 
10.4 


7A 7 
CO » r 


n n 






A A 


A A 


1A 3 


7 
. r 


5A 7 
cO. r 


J .y 






0 0 


5 7 


0 n 


9 A 


n 0 


n n 
























AA A% 


r 1 .HA 


A1 1^ 


AA 7¥ 
00« r ^ 


1¥ 

yn. 1^ 


ip.y 


Duplex 


> k 1 


A A 


in 7 


1 J.9 


pn n 

cu • u 


n n 








9 O 




Ct f 


A 7 


S 0 

P . V 






v»v 


n n 
u • u 




5 T 


A 7 


n n 




Si7C^ of Homo 
















Ko. of S^droCtfTG 


















4.11 


5.20 


4.00 


4.49 


3.13 


3.78 


8.5** 


SD 


1J9 


1.41 


1 36 


1.12 


.35 


.81 




BodrocflAfi per Resident 
















M 


.92 


.66 


1.10 


.83 


.76 


.62 


4.6** 


SO 




.19 


?A 

. CO 


73 


.11 


.09 




MO. of Bathrookfls 
















N 


1 77 

luff 


2 63 


1 AA 


2 i7 


1 .53 


2.33 


7.6** 






. w 




1 01 




AO 

.oy 




Bathrocv^ C5er Qefiidjifit fJnrl. 

will w^ir^* WlV * 1 ^ ' • • 
















live- in CP & f asA. 
















H 




33 






37 


39 


I! Q 


SD 


21 


09 


• C 1 


.H9 


13 


in 






















41.75 


23.58 


26.53 


3U.21 


36.80 


22 60 


2.3* 


Si) 


29.13 


20.47 


25.48 


20.58 


29.05 


25.23 




















Prof?^rty for f^ei^idents 
















P«?romsl for Resident 
















Recjuired 


COS 


O.OX 


3.6X 


O.OX 


O.OX 


0.0% 




RcK5L?i red 


1.90 


0.0 


10.7 


2.2 


5.8 


5.0 




General Home/Property 
















Required 


13.A 


10.6 


3.6 


6.8 


i-i.O 


10.1 




Not required 


11.5 


31.8 


3.6 


18.0 


ii.S 






Tatttl 


26. R 


42,4 


21.4 


27.0 


46.7 


3S,3 





* p < .05 
** p < .01 
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Statistically significant differences existed among the facility types witii regard to the size of the 
community in which they were located. Foster homes were much more lil<ely to be located in rural and 
small towns of fewer than 5,000 residents (51% v&sus 20% for other facilities). Conversely, over half 
(52%) of group homes and ICFs-MR were in cities and suburbs of 50,000 or more residents, compared 
with only 30% of foster homes. Most facilitlos were found to be located in neighborhoods primarily 
made up of single family homes. About 14% of facilities were reported to be in neighborhoods primarily 
of multiple household dwellings, and another 14% were reported to be in neighborhoods of mixed 
business and residential. 

Size of home. It was expected that facilities categorized by number of residents would tend 
to differ in the average number of bedrooms and bathrooms. Facilities with 4 or fewer residents 
averaged 1.8 bathrooms, while those with 5 or 6 resioents averaged 2.3 bathrooms. Facilities with 4 
or fewer residents averaged 3.9 bedrooms; those with 5 or 6 residents averaged 4.6 bedrooms. 
However, facilities did not differ in the average number of bedrooms and bathrooms per resident All 
facilities combined had an average of .41 bathrooms per person (including live-in stafQ, and .83 
bedrooms. There was a substantially larger number of bedrooms per resident in the small facilities 
(.91) than in the larger facilities (.71), a tendency noted in all three types of facilities. 

Average age of homes. Statistically significant differences (F[5,117] = 2.31, p < .05) were 
noted in the average age of houses in the sample (31 years), with small foster care homes being the 
oldest, averaging 42 years. This difference may t>e associated with the greater overall average age of 
foster parents and/or the small towns and rural communities in which the foster homes tended to be 
local id. It was cleariy the case that small residential facilities of all types tended to use existing housing 
stock in typical residential neighborhoods, and to that extent may have been better physically integrated 
into local noigl'iborhooos than would have been tho case had they primanv/ been newly constructed 
facilities. 

Modifications to facilities. One third cjf facilities reported having modified their homes to 
accommodate one or more of their residents with disabilities. Modifications were most common in small 
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ICFs-MR (47%) and least common in small group homes (21%). Most modifications were reported to 
be for residents of the facility in general rather than specific individuals (87% versus 13%). Of all 
modifications, 38% were reported to tve specifically required in program standards, and 62% were to 
accommodate residents, but were not specifically required. ICFs-MR were the most likely to have been 
required by external agencies to make modifications (24%). 
Paymentt for Can 

Table 3.4 presents statistics on the payments made to facilities for the care of individuals in 
them. Very large differences were evident among facility types in average monthly reimbursements for 
residential sen/ices. Foster care was by far the least well reimbursed residential option. On the 

^ie 3.4 

ReiirixirseMents to rmter Care and GroMp Care Facilities 
Per [tesident Per Month. 1986 



FBcfUtv Type / Residents 





Foster Home 


GrouD Home 


ICF-HR 


F/X^ 




1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






(N=35) 


(N»28) 




(N«16) 






Av. Base Refmbursnmt 
per Res. per Month 

M 

SO 


$585.99 
215.42 


$743.23 
237.96 


$1,903.80 
828.93 


$1,286.83 
773.11 


$2,731.82 
1,434.44 


$2,515.93 
1,080.95 


35.1* 


^tupplemental 
Reimbursements 
X Received Supp. 


33. 3X 


31. 4X 


14. 3X 


17.9X 


37. 5X 


22. 2X 


5.5 


Ave. supplement- 
All Facilities 

N 

SO 


$17.04 
20.24 


$10.93 
22.87 


$3.02 
9.82 


$10.99 
21.39 


WI.OO 
22.29 


$5.39 
12.03 


1.9 


Range of Base Reimb. 
Ave. Total High lOX 
Ave. Total Low 10X 


$973.33 
317.75 


$1,029.84 
383. 7C 


$3,406.50 
718.75 


$2,650.09 
346.50 


$5,481.83 
1,521.00 


$4,572.92 
1,438.00 




Single Reimb. Rate 
Variable Reimb. Rates 
(Rate varies by) 
Age 

Behavior Problems 
Personal Care/Health 
Different Funding Source 
Diff. Personal Allow. 
Other 


62. OX^ 
38.0 

0.0 

0.0 
25.3 
8.4 
0.0 
4.2 


40. OX 
60.0 

0.0 

0.0 
42 „4 
14.1 
3.5 
0.0 


95. 8X 
4.2 

0.0 
0.0 
0.0 
4.2 
0.0 
0.0 


85 .3X 
14.7 

3.7 
3.7 
3.7 
0.0 
3.7 
0.0 


92. 3X 
7.7 

0.0 
0.0 
7.7 
0.0 
0.0 
0.0 


100. OX 
0.0 

0.0 
0.0 
0.0 
0.0 
0.0 
0.0 


39.3* 



Excludes 16 foster care homes with only one resident. 
* p < .001 
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average, in 1986, foster care homes in the present study received $657 per resident per month ($21 .61 
per day), compared with approximately $53 per day for group homes and $88 per day for ICF-MR 
certified group homes. 

Only 25% of facilities indicated that they had received any supplemental funding in addition to 
their base rate for residents of their facility in the previous 12 months. Supplements refer to special 
allowances (over and abo-je the base reimbursement) to pay for items or services ranging from clothing, 
respite care, transportation, or activities for residents. Table 3.4 illustrates the monthly average 
supplement for all facllitiss of each particular type. Supplements were most commonly reported among 
raster homes (32.5%). Supplements were reported by 16% of group homes and 23% of ICF-MR 
facilities. The amount of these supplements, when provided, was generally quit© small (ranging from 
a monthly average of $21.12 in small group homes to $56.00 in small ICFs-MR receiving them). When 
the total amount of supplements was averaged across all facilities their monthly average was 
considerably lower: $■: .^7 for foster homes, $7.66 for group homes, and $12.74 for ICFs-MR. The 
most common type of supplement was for clothing, reported by 17% of facilities. Average monthly 
clothing suppler s for facilities receiving supplements in the previous year ranged from $16.67 in 
small group homes to $24.87 in small ICFs-MR. Averages for all facilities ranged from 60* per month 
for small group homes to $7.71 in small !CFs-MR. 

Cost variations' •wi[nin facility types were substantial. Comparison of the high 10% of facilities 
on base reimbursement with the low 10% in each facility category showed foster care to have the least 
variabiliiy. Small group homos had the greatest relative variability. The high 10% of the small group 
honr:es had average rates about 5 times tho average rates of the lov/est 10% of facilities. Among the 
larger group homes, average rates of the highest 10% were over v times the rates of the lowest 10%. 
The absolute differences in reimbursement to the lowest 10% Cuid highest 10% of smaller and larger 
ICFs-MR were $3,981 and $3,135 per month respectively. 

The reimbursement of group homes and ICFs-MR was reported overwhelmingly to be based 
on a single facility-wide rate (92% of facilities). In contrast, half of foster homes (excludi.-<g those with 
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only one resident) indicated variable reimbursement rates for their residents. As expected, facilities with 
more residents were more likely to have persons with different rates of base reimbursement associated 
with their care. By far the most common factors used for determining variations in rates were personal 
care and health needs (reported by 68% of facilities that had variable rates). 
Careprovider Characteristic* 

Primary care providers were defined as the direct care provider most familiar with each sampled 
resident. Table 3.5 presents the major demographic characteristics of careproviders. 

Aga of primary careprovldara. Very notable differences were evident in the ages of sampled 
foster care providers and the care providers in the group homes and ICFs-MR. Only 10% of the foster 
parents were 36 years of age or younger, compared to 75% of careproviders in the other types of 
facilities. Conversely, 48% of primary foster care providers were 57 years of age or older, compared 
with only 5% of the primary care providers in group homes and tCFs-MR. The average ages of 
careproviders in small and large foster care settings were almost identical (54 and 53 years, 
respectively), as were the ages of careproviders in the small and large group homes and small and 
large ICFs-MR (32, 35, 32 and 31 years, respectively). 

Gender. Direct care in community based residential facilities is predominated by females. 
Excluding homes in which live-in married couples were reported to share the direct care role equally 
(about 50% of foster homes and 14% of other facilities), about 75% of primaiy careproviders were 
reported to l^e women, in foster homes in which one person was considered the primary careprovider, 
females were almost always the primary careprovider. 

Race/ethnlclty. The race/ethnicity of careproviders was generally proportional to the distribution 
in the nation as a whole. Seventy-eight percent of re<^oondents were white non-IHispanlcs, 14% black 
non-hHispanics and 6% were of Hispanic oriyln. Within the general population, black non-Hispanics 
make up 12% of the population and Hispanics comprise 7% of the population. There were significant 
differonces among facility types in the race/ethnicity of careproviders. This may have in part reflected 
the disproportionate se of the difforent residential models by states with different racial/ethnic 
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Deaographic Character istfcft of Prioary Carcprovidera 



faciHty Type / Resident s 





Foster Home 


CrouD Home 


ICF-MR 






V4 






9 O 


1 H 


3'0 


r/ A 




(Ns4S) 


(N335) 


(N«28) 


(Ns39) 


(N3l6) 


(Ns18) 




Age 
















co yrs or younser 


o.ox 


O.OX 


44. 4X 


23. 7X 


35. 7X 


44. 4X 


93.6** 


cf 'j>o years 


11.4 


9.1 


25.9 


44.7 


42.9 


33.3 




jr*HO yeors 


22.7 


18.2 


18.5 


15.8 


14.3 


11.1 




Hf "D7 years 


18.2 


33.3 


7.4 


7.9 


0.0 


11.1 




Dr^CK. years 


25.0 


27.3 


3.7 


7.9 


7.1 


0.0 




67 yri or more 


22.7 


12.1 


0.0 


0.0 


0.0 


0.0 




Gender (primary careperson) 
















Mm 1 A 

naie 


4«5X 


2.9 


25. OX 


28. 9X 


13. 3X 


22. 2X 


48.3** 


rcmaie 


32.3 


45.7 


67.9 


65.8 


80.0 


72.2 




Couple'-Nef ther primary 


43.2 


51.4 


7.1 


5.3 


6.7 


5.6 




Kace/cinn 1 c 1 ty 
















iinll6| nOn'nlsppniC 


67. 5X 


82. IX 


96. 3X 


76. 5X 


61. 5X 


82. 4X 


23.6 


DiacK| Non nispanic 


25. P 
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distributions within their populations (e.g., small foster care and ICFs-MR in New York, large foster care 
in California). 

Education. Foster care providers had less formal education, on the average, than did primary 
careproviders in the other types of community facilities. Three fourths of foster care provideri had 
completed a high school education, compared with more than 95% of primary care providers in the 
other community facilities. Conversely, 14% of foster care providers and 34% of group home providers 
were college graduates. Most careprovideis who had attended college had studied in human sen^ice 
or in allied medical fields related to their present occupation (social work, special education, psychology, 
counselitig, physical therapy or occupational therapy). About 20% of the group home and ICF-fufR 
providers weru currently enrolled in post secondary education, as co«Tipared with 2.5% of foster care 
providers. 

Marital atatus. Seventy-two percent of foster care providers were married or in a stable 
marriage-like relationship. About 12% of foster care providers were widowed, 11% divorced or 
separated-only 5% iiad never married. In contrast, slightly less than half (48%) of the careproviders 
in the group homes and ICFs-MR were married, and 38% had never been married, which probably 
reflects the substantial age differences between foster parents and the other care providers. 

Average years of caregMng. Foster care providers averaged considerably mere years of direct 
care experience than careproviders in group homes and iCFs-MR (13 years versus 5 years). It is 
notable that despite the high general rate of staff turnover in community residential facilities, averaging 
55% to 75% in most studies (Lakin & Bruininks, 1981), these facilities are able to maintain at least some 
experienced direct-care staff. Hov/ever, because the current study sampled the careprovider who best 
knew the individual resident, the sample is biased toward employees with longer tenure. Put another 
way the design of this study cannot be considered representative of all careproviders in general In small 
group homes and ICFs-iV;R, because it clearly undeirepresents persons with shorter periods of tenure. 
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Path9 to Carepiovtder Role 

Table 3.6 presents the responses of sampled careprovlders about their motivations for engaging 
in direct care work and about the ways In which they were recruited. A little over half (54%) of 
careprovlders In community facilities indicated having prior experience with persons with mental 
retardation. However, prior experience was virtually unrelated to differences in motivation for taking their 
current position. For example, 6% of persons both with and without prior experience noted the 
opportunity to contribute to the community as their primary inotlvatlon, 19% of the experienced 
Individuals and 21% of the new careprovlders noted various economic considerations as their motivation 
for taking their specific job, 49% of experienced and 50% of Inexperienced carepersons noted 
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satisfaction with careglving or teaching as primary motives, 5% of experienced and 8% of inexperienced 
staff noted the chance to work with people/enjoy companionship as primary motives, and 5% of bo^h 
groups (in all but one case foster care providers) noted that they had become involved in order to care 
for one specific individual. 

R^cruHment of careprovlden. Recruitment by other careproviders was ihe most common 
primary way people in the careprovidpr sample found their present jobs (38%). Th-^ second most 
common primary method of recruitment was provider initiated contact (20%), followea closely by 
response to an advertisement In the media (19% of the careprovider sample). Direct recruitment by a 
social service agency was relatively jncommon in all but small foster care facilities. Other primary 
sources of recruitment were named by 16% of careproviders. The extent to which careproviders 
considered themselves to be influenced by a comoination of different methods of recruitment, (e.gi., 
media attention, self-Initiation, friends who were careproviders) was not reported. 

There were significant differences in the manner in which careproviders were recruited in the 
different types of faci.ities. For example, persons in small ICFs-MR were most likely to be recruited by 
;>ther careproviders (53%), whereas 32-43% of other careproviders reported being recruited by other 
carepsoviders. Media advertisements were used to recruit 32% of small group home providers and 20- 
28% of other group home and ICF-MR primary providers, but were an uncommon recruitment method 
for foster care (only 16 • -f prov'-ders in small foster homes and 6% in larpe foster homes reported th.3 
method of recruitment). Small foster home providers were the only pi'oviders who reported themselves 
to be recruited by social service agencies in any sizable numbers (18% compared with 3-6% of persons 
In other facilities). Self-initiated contacts wer least common in small group homes and small ICFs-f^^R 
(7% and 13% respectively, as compared with 20-29% In other facility types). 
Prior Experience and Training 

Between 40% and 60% of careproviders, depending on facility type, reported having prior 
experience with persons with mental retardation. The most common types of experiences indicated 
were working in another residential facility or a day piogram for persons with mental retardation, 
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volunteer work (0-19%), or relevant experience with elderly persons or persons having other handicaps. 
Some carepersons Indicated that they had a relative with mental retardation. Careproviders in large 
foster homes (24%) and small group homes (13%) were the only respondents to mention state hospital 
or other noncommunity residential experiences. 

The types of jobs which careproviders had held prior to their present job also differed by facility 
type. Careproviders in large foster care and small group homes were most likely to indicate direct 
residential experience (26% and 38% respectively, compared with 0-12% of careproviders in other facility 
types). ICF-MR careproviders were more likely than other respondents to indicate direct, nonresidential 
experience in the field (25% versus 3-6%). 

Pr««erv/ce training. Careproviders were asked whether they had taken any courses on mental 
retardr.iion or on working with handicapped people as part of their general education in college or 
technical school. Betweer 26% and 47% indicated affirmatively. In many cases, specific training was 
required prior to starting their current job as a careprovider. Small foster care providers were least likely 
(X^ (10) s 32.6, p < .001) to have been required to have preservice training, either for this job or for 
prior careprovider jobb (54% compared with 72-89% of careproviders in other facility types). The 
average number of training hours required, among those being required to have preservice training for 
the present position, ranged from 56-88 hours, with no statistically significant differences by facility type. 

/nserv/ce training. Careproviders in small group homes and in ICFs-MR of both sizes were 
most likely to report being required to receive a certain number of hours of training per year (X (5) » 
21.8, p < .0006), v/ith 79-83% of these careproviders reporting inservice training, as compared with 46 
and 41% of foster careproviders anr' 42% of large group home providers. The total number of hours 
of training received in the last year, including careproviders receiving no training as well as those 
receiving nonrequired (elective) training, was approximately 17 hours for foster careproviders. and 
between 28 and 35 hours for others (F=4.5 [5,156], p < .001). 

Adequacy of training. The majority of carepersons considered their training to have been 
adequate and appropriate. Overall, 6% indicate i that they had received no formal training, and between 
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9 and 39% feit that they could use more training than they currently had received. Most respondents 
indicated that their training had generally been useful, 70% overall indicating that 'most' of it had been 
useful, with 20% agreeing that only 'some' portions had been useful. Only 4% teit it had not been 
useful. 

Ctreprovlder Role 

Respondents were asked, in an open-ended question, to describe the most important part(s} 
of their role as a careprovlder. Up to three responses were coded. The most frequently mentioned 
aspects were 'growth, development, promote highest function, training,' and 'love, care, nurturing, 
support, friendship', both of which were mentioned by 18-50% of respondents. Trying to help someone, 
make life better, happy residents' was mentioned by 11-26% of respondents, and 'normalization' was 
indicated by 0-18%, depending upon facility type. Foslor care providers were mors likely than other 
providers to mention food, shelter, clothing, and personal care', 18% of small and 33% of large foster 
care providers providing this response compared with 5-11% of other providers (X^ (5) = 12.4, p = .03), 
and foster careproviders and large group home providers were most likely to Indicate that they were 
■providing a family or home', 23 and 26% of toster care, 19% of large group homes, but only 0-8% of 
other providers indicating this response (X^ (5) = 13.3, p = .02). Foster careproviders were least likely 
to report that 'independence, or promoting dignity' was the most important part of their role, 0-4% of 
foster careproviders so indicating compared with 16-30% of other providers (X^ (5) = 16.2, p < .01). 
Careproviders in larger ICFs-h4R were most likely to mention 'doing a good/professional job' (17% 
compared with 0-5% in other facility types [X^ (5) = 11.3, p < .05]), as well as to mention 'good 
supervision, or quality of interaction of staff and clients', 17% sn indicating compared witn 0-11% In other 
facilities (X^ (5) = 12.0, p < .05). Overall, few mentioned "protection and safety" (0-7%) as an important 
part of their role, and none indicated 'efficiency or cost effectiveness'. 

Support and respect from other staff. When asked whether they felt that they were treated 
as an important and equal member of their residents' overall team of treatment professionals, most 
respondents said that they were. In addition, the majority of respondents felt that they received all the 
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support needed from case managers and staff from other programs in order to be as effective as they 
would like to be with residents. When indicated, the most commonly mentioned additional type of 
support or assistance desired was more administrative support, with between 33% and 100% of the 
respondents indicating that they needed additional supports or assistance mentioning this type of 
support. Better communication among service agencies was sometimes mentioned. More 
encouragement of initiative and decision-making and more training/education were also mentioned by 
a number of respondents. 

Careprovlder retention. Careproviders were asked to indicate the number of years that they 
estimated they would continue to be a careprovlder. Overall. 10% said one year or less, and another 
13% indicated 2-3 years. The average number of years indicated by careproviders differed by facility 
type. Foster careproviders expected to t>e careproviders longer than other providers, despite their more 
advanced age, averaging 9.7 and 5.3 years, respectively (F [1.93] = 10.8 g < .001). Only 4% of foster 
careproviders expected to stay one year or less, as compared with 26% of other providers. Similarly, 
only 26% of foster care providers, but 69% of other providers, expected to stay no more than 5 years 
from the time of the survey. In addition, a substantial number of foster carep' ..Jers indicated that they 
expected to continue to bo careproviders until they retired or were physically unfit (23% of small and 
15% of large foster careproviders, as compared with 0-4% of other providers). Others offered responses 
such as 'a few years' or 'many years' (3-23% of all respondents), and approximately one-quarter of all 
respondents statGd that they did not know how many years they would continue (20-34%). 

Facton Influencing decision to stay. A total of 139 respondents axplalned, in an open-ended 
question, the factors which had influenced their H^cision about the number of years they expected to 
be careproviders (up to two reasons were coded for each respondent). Foster careproviders were 
considerably more likely than other careproviders to mention age, health or retirement as a factor, 41 % 
of small and 31% of larger foster careproviders citing these factors, compared with 0-6% of 
careproviders in other facilities (X^ (5) = 26.2, p < .0001). Career advancement to nondirect care was 
never mentioned by foster careproviders, but was indicated by 25% of respondents in larger ICFs-'i/fR, 
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13% of respondents in larger group homes, and 4% and 9% of respondents in small group homes and 
ICFs-MR r(;Spectively (X^ (5) = 14.2, p < .02). Direct care staff in larger group homes and larger 
ICFs-MR were more likely than careproviders in other facilities to indicate that they did not like the job 
conditions, hours, salaiy and/or administration, and that this was a factor in their decision to continue 
as a careprovider (20% and 31%, respectively, so indicating, as compared with 0-9% in other facility 
types (X^ (5) = 17.3, p < .005). Between 12% and 47% mentioneo that they liked the job or particular 
clients, and that this had influenced their decision; no respondents indicated that dislike of residents 
had been a factor in the continuation of their job. 

Comparison by anticipated /engt/i of atay. ResF}ondents who anticipated longer stays were 
compared with those who expected to remain direct careproviders for brief periods of time. Those 
anticipating longer stays were more likely to indicate that they felt that they were treated as important 
and equal members of the residents' overall team of treatment professionals (X^ (5) = 13.1, p < .05), 

•I 

but they did not differ in the extent of support they reported from case managers and others. 
Respondents anticipating briefer stays were more likely to be college graduates or to have postgraduate 
degrees (X^ (30) = 50.2, p < .02), were more likely to be still in school (although few respondents wore 
in school) (X^ (5) = 19.1, p < .002) and were less likely to be married (X^ (25) = 52.3, p < .001). In 
addition, although only 17% overall indicated that they expected residents to stay less than three years, 
those staff so indicating were more likely to be among the staff anticipating leaving within that time 
period (X^ (10) = 28.5, p < .002). Somewhat surprisingly, careprovider ratings of the extent of staff 
turnover in thoir facility and about problems in finding new staff were unrelated to their own expected 
length of stay. 

Resident to staff ratios. Careproviders in group homes and ICFs-MR were asked to indicate 
the number of residents and the number of direct care staff in the facility on a typical weekday evening 
at 7:30 p.m. The total number of residents ranged from 2 to 6; staff from 1 to 4. The ratio of residents 
per staff was 2.4 and 3.4 in small and large group homes; 2.3 and 3.1 in small and large ICF-MR 
certified group homos. A' a .05 level of significance (using the SNK procedure) small group homes or 
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small ICFs-MR had more staff to residents than large group homes. The ratio of residents to foster 
parents (not Including thoir own children or other household members) was 1.5 residents per careperscn 
in small foster homes and 3.5 per careperson in large foster homes. 

Courrlng ail group home carepersons on all shifts on all days (total number currently employed), 
residents o* small group homes faced an average of 4.4 different staff per week, compared to 5.5 in 
large group homes. ICFs-MR had significantly larger numbers of total staff-7.0 and 8.5 in small and 
large facilities. The four types of staffed facilities (group homes and ICFs-MR) reported an average of 
2.9 additional staff members who had worked at the facility throughout the preceding year (N"^' 

Staff la/aries. Excluding foster care, beginning hourly wages ranged from $4.10 to $7.90, on 
the average, in the four types of staffed facilities; current hourly wages for the carepersons interviewed 
ranged from $5.40 to $9.60 in these facilitibs. Differences among facilities did not reach statistical 
significance. 

Homes wHh two or more llve-ln houteparentt. Few group homes or ICFs-MR had live-in staff 
(22 to 38%). Foster homes most typically had two foster parents (69% and 74% of small and large 
foster homes respectively, compared with only 6-15% of the other residential options. Approximately 
two-thirds of respondents in two houseparents homes reported that both were equally involved in the 
care of residents. Among fos»or homes, where one foster parent was designated the primary 
careprovider, the primary foster parent was almost invariably the wife (97%), but among group homes, 
thera was a more even division between husband (33%), wife (44%) and 'othGr* (22%) as the primary 
careprovider [X^ (4) = 15.9, p < .005]. Two-thirds of group homes with 2 or more live-in careproviders 
indicated that the second person (usually spouse) was paid to live in. About half of the time, the other 
foster parent had a joh in addition to being a foster parent (48% and 46% of small and large foster 
homes with 2 or more foster parents). This was tiue of one-third of group home live-in parents 
(differences did not reach statistical significance). Foster and group homes differed on the type of job 
of the nonprimary houseparent, with the nonprimary foster provider being more likely to have a day job 
which was related to special education (42% and 31% of small and large foster care, but none of the 
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group horns or ICF-MR livo-ins [X* (4) « 9.8, p < .05]). Night jobs and part time work ware relatively 
uncommon. Persons designated as primary careprovldors generally did not have other jobs, either 
within 03 outside of the home. In homes with 2 "houseparonts* almost ali ^rirnaiy careproviders reported 
that their spouse/other live-in liked being a careprovider as much or more than thoy did (83-100%). 
When asked who typically met with residents' social workers, day program staff and others, about two- 
thirds of primary careproviders (57-76% depending on the facility type), indicated that they were the 
most likely one to hold such meetings. 

Other IsiGomo «ource« for foster parents. Respondents who were foster parents (group homes 
and ICFs-MR excluded) were asked to indicate their annual household income, not counting 
reimbursements for foster care. The modal figure for large foster care was $10,000 per year or less 
(53% of large foster care respondents), whereas small foster care respondents were more likely to report 
the $10,001-20,000 range (40% of ail small foster care parents), with only 26% repo.ting annual incomes 
of $10,000 or less (X^ (5) = 12.4, p < .05). 

Children of fositer parentsllive-ln houseparenie. Between 28% and 54% of facilities with one 
or more foster parents or live-in houseparents indicated that they had children of their own who lived 
with them in the foster group home. Approximately half of natural/adoptive children of foster parents 
(56% and 50% of small and large foster care, respectively) and all of the children of group home live-in 
staff were younger than the residents with handicaps. Respondents indicated a variety of ways in which 
their children were involved with residents. Between 40% and 93% depending on facility type, indicated 
that their children played or engaged in activitief* with residents as peers, 40-52% said they helped 
monitor residents, and a greater number (60-79%) reported that they helped teach residents, although 
less than one-third indicated that their children regularly cared for residents. Twenty-five percent of 
small foster and 80% of large foster care homes with children indicated that they paid their children if 
they heipe' . ,vith residents. A minority (7-20%) stated that their children were not very involved with 
residents. 
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Otlm Bsslamnce. Poster parents were asked a numt)er of questions about other types of 
help or assistance which they used, such as a sitter or someone who stayed in the home w. an they 
were gone. Staff In larger foster care homes were more likely to indicate such help than staff in smaller 
fotJter care homes (86% v >rsus 52% respectively. (1) = 8.4. p < .005). On the averirqp. the 52% 
small foster care providers who had help received 17 hours per month of help compared with 67 hours 
per month for large foster care providers receiving such help (F (1. 48] = 6.8. p < .02). In addition, 
large foster care homos reported help .8 overnights per month, compared with .2 per month in small 
foster care (F (1.49) = 5.2, p < .05). as well as approximately 2 evenings per month. Rates of 
reljnbursement for daytime help differed between the two size facilities, with large foster care averaging 
$3.20/hour. compared with $1.60/hour for small foster care facilities (F (1. 38) = 6.5. p < .02). Almost 
all (94%) foster careprovlderL indicated that these persons got along well with the residents; the rest 
Indicated that they "get by OK". No respondents Indicated any problems with additional help. Most 
respondents (64%) indicated that they had found this additional help 'on their own.* or through relatives. 
Very few foster careproviders found help through running a newspaper ad. through their foster care 
agency or through any o»her agency (les?. than 5%). 

Direct eare staff activities. Almost all direct care staff In group homes and ICFs-MR. both 
large and small, were involved In the preparation of mealo (96-100%). and most (82-87%) did the 
laundry as well. Somewhat fewer were involved in maintenance functions (47-76%). Typically, direct 
care staff attended program planning meetings (80-94%). although they were less likely to set up 
program plans or meetings (53-67%). to write up program plans (40-68%) or to supen/lse other staff and 
schedule shifts (40-72%). Direct caie staff In group hemes and ICFs-MR rarely were responsible for 
hiring other staff (less than 15%). 

Staffing problems. Group homes and ICFs-MR were asked - number of questions regarding 
staff tumover and more specific problems regarding staffing. About half (51%) of facilities Indicated 
medium or high rates of turnover (about 20% Indicated high rates), with no statistically significant 
differences attributable to facility type. Approximately 70% of respondents In these four facility types 
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indicated that they had problems finding new staff. Respondents mentioned a number of different types 
of problems with roughly equal frequ&ncy, including the difficulty of finding qualified staf^ (37-50% 
depending on facility type and size), reliable staff (33-46%). staff who are willing to work for the wages 
paid careproviders (33-46%), and staff for special shift hours (32-47%). 

Professional staff support services. Table 3.7 reports the percent of facilities who had visits 
trcn professional support staff, and the average frequency of these visits. All respondents in ICFs-MR 
reported visits from nurses, many on a daily basis. Most nurses reported in iCFs-MR and group homes 
were on staff. i.e., on the home's payroll, but they were more likely to be paid by the agency/licenser 
in foster care homes. With the exception of nurses and teachers or staff from residents' schools or day 
programs who visited their students homes occasionally, foster homes were less likely to have 
professional home visits; ICFs-MR were most likely. The next chapter of this report will show that foster 



Table 3.7 

Periodic Home Visits by Other Professionals' 





coster 




GroUD 


ICF- 


■MR 


2 


Staff 




5-6 


1-4 


5-6 


1-4 


5-6 




(N=45) 


<N=35) 


<N=28) 


<N=39) 


<N=16) 


<N=18) 




Nurse 
















% of facilities 
M per year 


16. 7X 


30. 8X 


38.5X 


19. 2X 


100. OX 


100. OX 


61.4** 


5.1 


6.6 


20.6 


56.8 


35.6 


77.5 


3.0* 


Speech therapist 
X 


O.OX 


3.8X 


26.9X 


3.8X 


35. 7X 


52. 9X 


38.8** 


H per year 




52.0 


44.1 


2.0 


39.2 


33.6 


0.4 


Physical therapist 
X 


7.1% 


3.8X 


7.7% 


7.7X 


28. 6X 


35. 3X 


16.0** 


M per year 


37.3 


1.0 


55.0 


131.0 


18.3 


32.5 


1.0 


Behavior specialist 
X 


2.4X 


3. ay 


26. 9X 


11. 5X . 


21. 4X 


35. 3X 


17.8** 


M/yr 


6.0 


1.0 


49.1 


60.0 


64.0 


28.5 


0.6 


Teacher/day prog 
X 


16. >. 


34. 6X 


8. OX 


42.3X 


U.3X 


47.1X 


15.6** 


H/yr 


3.0 


'..7 


3.5 


13.7 


3.0 


37.1 


0.6 


Psychologist 
X 


U.3X 


19. 2X 


16. OX 


23. IX 


71. 4X 


64. 7X 


31.5** 


M yr 


1.5 


3.4 


9.3 


9.7 


14.6 


34.4 


2.7* 



Does not include residents case managers. 

2 

Average number of visits per year in homes that had visits. 

* p < .05 
** p < .01 
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home residents are likely to receive therapeutic services, but in their day programs rather than ai home 
(see Tables 5.27 to 5.29). 

VolunteBn. With the exception of larger ICFs-MR, most facilities did not use volunteers. Small 
foster, group and ICF-MR homes were least likely to have volunteers, only 1 0-1 6% indicating affirmatively, 
compared with 26% of large foster, 40% of large group and 67% of large ICFs-MR (X^ (15) = 31.6, 
p < .01). 
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CHAPTER 4 

RESIDENT CHARACTERISTICS, REUTIONSHIPS, AND ACTIVITIES 
This chapter describes the characteristics of residents of small residential settings, the services 
they receive, their relationships with family, friends and others, and their activities in the community. 
Unless otherwisa indicated, the word 'resident' will be used to refer to people with mental retardation 
who live in these homes, although foster parents and some staff are also residents of the sampled 
facilities. 

Penonsii ChaiacterlsUcn 

Table 4.1 presents Information about age, sex, and diagnoses of residents In each facility 

group. 

Age. Across all six facility samples, 11% of residents (excluding careproviders and their 
children) were children aged 0-14, 12% were 15-21 years old, and 77% were adults. The overall 
differences in the ages of residents in the different types and sizes of residential facilities were 
statistically significant (X^ (20) = 49.5, p < .01). Foster home residents were more likely to be chilorcsn 
and youth (32% between birth and 21 years as compared with 16% for the other facilities), and more 
likely to be older (8% were 63 years or older as compared with 3% In the other facilities). The 
proportion of children and youth age 21 or younger ranged from 7% in small ICFs-MR to 30% in small 
foster homes and 37% in large foster homes. It is apparent that family foster care is the most frequently 
used placement type for children who cannot live at home, but consistent with national trends toward 
fewer children and youth with mental retardation being placed out of natural or adoptive t^iomes, foster 
homes in this study had a lower proportion of children and youth (0-21 years) than dio specialized 
foster homes nationally in 1982 (37%). 

Two residQnts in the study were less than 2 years old. Both lived in large 2 parent foster 
homes with other children. One infant, 5 1/2 months old, blind, with hydrocephaly, heart problems, and 
estimated to be severely mentally retarded came to the foster home straight from the hospital after 
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Table 4.1 

Resident A^e, Sex, Race, ;><! Diagnosis 





Foster 




GrouD 






ICF-MR 




Characteristic 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






(N»71) 


(Ns68) 


<N»53) 


<N«77) 


<N=32) 


<N=35) 




AflS 
















0-9 


S.6X 


17.6X 


o.ox 


1.3X 


O.OX 


O.OX 


49.5** 




7.0 


5.9 


5.7 


5.2 


0.0 


5.7 




15-21 


16.9 


10.3 


7.5 


13.0 


9.4 


14.3 




22-62 


64.8 


55.9 


86.8 


76.6 


81.3 


80.0 




63^ 


5.6 


10.3 


0.0 


3.9 


9.4 


0.0 




Sex 
















Male 


49. 3X 


52. 9X 


58. 5X 


53. 2X 


2B.1X 


54.3X 


8.4 


Female 


50.7 


47.1 


41.5 


46.8 


71.9 


45.7 




Race 
















White 


84. IX 


85. 9X 


83. OX 


93. IX 


77. 4X 


91. 4X 


23.6 


Black 


11.6 


4,7 


13.2 


6.9 


22.6 


5.7 




Asian 


4.3 


6.3 


3.8 


0.0 


0.0 


2.9 




American Indian 


0.0 


3.1 


0.0 


0.0 


0.0 


0.0 




Hispanic 


3.2 


12.1 


1.9 


7.4 


15.6 


6.1 


9.1 


level of Retardation 
















Borderline 


1.4X 


1.6X 


O.OX 


10. 7X 


O.OX 


0.0/k 


40.8** 


Hi Id 


13. 6 


20.6 


25.0 


24.0 


20.0 


8.8 




Moderate 


47.1 


34.9 


38.5 


30.7 


20.0 


35.3 




Severe 


27.1 


30.2 


21.2 


24.0 


46.7 


29.4 




Profound 


5.7 


12.7 


15.4 


10.7 


13.3 


26.5 




Eoi leosv 
















Seizur^ea controlled 


7. OX 


13.4X 


11. 3X 


6.5X 


15. 6X 


14. 3X 


24.5 


Less than 1 per month 


5.6 


10.4 


13.2 


13.0 


9.4 


17.1 




Monthly 


2.8 


0.0 


3.8 


0.0 


9.4 


2.9 




Weekly or more often 




Li 


1.9 


2.6 


3.1 


0.0 




Total with epilepsy 


19.6 


31.3 


30.2 


22.1 


37.5 


34.3 





* p < .05 
•* p < .01 

birth. Although her mother lived within 10 minutes travel time, she seldom visited her child at the foster 



home. The second infant was one year old with microcephaly, epilepsy, cerebral palsy, a gastrostomy, 
and estimated to be profoundly mentally retarded. He moved to the foster home from his parents' home 
.^hen he was 7 months old. His parents visited about once a month. 

Foster homes also had larger proportions of elderly residents than group homes did. The 
oldest resident in the study was a 79 year old man. He had severe mental retardation, high blood 
pressure, diabetes, and wore cataract glasses. He lived in a foster home with four other residents in 
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their 50s and foster parents in their late 60s. He was retired from a sheltered wori<shop and was 
recovering from rocent prostate surgery. He had lived in the foster home for eight years. 

Gender, There were no statistically significant differences among facility types with regard to 
residents' gender. Males and females were fairly evenly represented in the sample (51% versus 49%). 

Race/ethnlctty. Across all samples, the proportions of residents by race and ethnicity 
ar)proximated the U.S. population. The relatively larger, but not statistically significant, proportion of 
Asians in foster homes may again be related to the fact that a large proportion of these homes, 
especially large foster homes, were in California. 

Cognitive Impairment About 41% of the residents in the sampled facilities had severe or 
profound mental retardation. The proportion of residents who were borderline or mildly mentally 
retarded var ed from approximately 20% in foster homes and small ICFs-MR to 35% in large group 
homes. The proportion of residents with mild mental retardation in large ICFs-MR was relatively small 
(9%). Conversely, the proportion of residents who were severely or profoundly mentally retarded was 
greater in large and small ICFs-NiR (55-60%) xhar\ in other facilities (X^ (20) = 40.8; p < .01) in which 
the proportion ranged from 32% to 37%. 

Seizure disorders. The proportion of residents with seizure disorders ranged from 20% in small 
foster homes to 38% in small ICFs-MR, although the difference among facility types was not statistically 
significant. Approximately 40% of residents with epilepsy did not currently experience seizures. 
Frequent uncontrolled seizures (weei<ly or more often) were most common among residents of small and 
large foster homes (4.2% and 7.5%) and in small ICFs-MR (3.1%), but the differences among facilities 
was not statisticalhy significant. 

Functional limitations. Table 4.2 presents statistics on the mobility and functional limitations 
of residents in community-based living arrangements. Most residents could wali< Independently (70-80% 
depending on facility type) or with some help (10-20%). The proportion of foster home residents who 
were non-ambulatory was 8.5% in small homes and 14.7% in targe homes. Small and large group 
homes were least lii<ely to house nonambulatory residents (6% and 3%). Two residents were reported 
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to 136 'confined to bed.' Both were childr'^n. 5 months and 14 years old, and both were tube fed, 
'suctionod,' and had seizure disorders. 



Table 4.2 

Residents' Mu^Uity and Functional Limitations 





Foster 


Group 


ICF- 


■MR 




Characteristic 




5-6 


1-4 


5-6 


1-4 


5-6 






<N»71) 


(N*68) 


<N»53) 


<N»77) 


<N=32) 


<N=35) 




Mobility 
















Walks well 


75. n 


69. IX 


83. OX 


79.2X 


65. 6X 


71 .4X 


47.V 


Walks with some help 


10.0 


14.7 


9.4 


15.6 


25.0 


14.3 




Walks wfth aids 


5.7 


1 .5 


1.9 


2.6 


3.1 


5.7 




Prnn^L ft uh##l ch^f r 

rlU^JVia Vffl 1 W i WHO 1 1 


0.0 


2.9 


5.7 


1.3 




n n 

u . u 




Pushed in Wheelchair 


7.1 


2.9 


0.0 


1.3 


6.3 


8.6 




Bed most of day 


0.0 


7.4 


0.0 


0.0 


0.0 


0.0 




Confined to bed 


LA 


LI 


OjO 


0^0 


0.0 


0.0 




Total nonanixjlatory 


8.5 


14.7 


5.7 


2.6 


6.3 


8.6 




Vision 
















No problem 


69. OX 


78. 8X 


77. 4X 


81 .6X 


81 .3X 


82. 4X 


12.3 


Some problem 


19.7 


13.6 


18.9 


13.2 


15.6 


5.9 




Sees enough to walk around 


5.6 


1.5 


1.9 


3.9 


3.1 


5.9 




Blind 


5.6 


6.1 


1.9 


1.3 


0.0 


5.9 




Hearina 
















No problem 


75. 7X 


83. IX 


88. 7X 


92. IX 


9P.6X 


85. 7X 


23.9 


Hears most things 


17.1 


12.3 


7.5 


1.3 


9.4 


8.6 




Hears loud noises 


5.7 


0.0 


3.8 


2.6 


0.0 


0.0 




Deaf 


1.4 


4.6 


0.0 


3.9 


0.0 


5.7 




Arm- Hand Use 
















No limitations 


8A.3X 


76.1% 


90. 6X 


81. 8X 


78. IX 


77. IX 


11.4 


Some limitations 


11.4 


14.9 


9.4 


16.9 


18.8 


17.1 




Great limitations (cannot hold spoon) 


4.3 


9.0 


0.0 


1.3 


3.1 


5.7 




Assistive Devices 
















Eyeglasses 


30. 9X 


27. 7X 


27.5X 


27.4X 


41 .9X 


26. 5X 


2.9 


Hearing aids 


11.8 


7.7 


5.9 


2.7 


9.7 


2.9 


5.9 


Braces, slings, sp. shoes 


4.4 


6.2 


2.0 


0.0 


12.9 


8.8 


10.8 


Adaptive eating utensils 


2.9 


4.6 


5.9 


1.4 


6.5 


11.8 


3.5 


Protective helmet 


1.5 


3.1 


3.9 


2.7 


12.9 


2.9 


8.6 


Dentures 


10.3 


13.8 


19.6 


4.1 


6.5 


5.9 


9.9 



* p < .05 
p < .01 

Sensory Impairments. Most residents were reported to nave no visual problems (78%). About 
4% of residents were reported to be legally blind, witn blindness more commonly reported for residents 
of foster homes (6% as compared with 2.5%), but the difference was not statistically significant. Even 
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fewer residents were reported to have hearing problems. Careproviders reported that 86% of residents 
of smalt community facilities had no hearing problems, while only 3% were reported to be deaf. 

Use of limb*. Residents' use of arms and hands was g'^nerally reported to be without limitation 
for 80% of residents. Limitations substantial enough to prevent the grasping of a spoon were reported 
for about 4% of residents. 

Use of asf/st/ve dev/ces. Use of basic assistive devices ranging from eye glasses to protective 
helmets did not vary significantly by type or &ize of residential setting. The most commonly used 
assistive device was eyeglasses (ured by about 30% of residents). 

Health problem: Respondents were asked to list 'any health problems that require regular 
meoical care." Table 4.3 shows that k>etweRn 23% (small foster homes) and 40% (small ICFs-MR) of 
residents had special medical p' tbiems, though seldom requiring more than a monthly visit to a 
physician or nurse. The foster home residents who did require weekly medical visits were an infant with 
serious heart problems and a teenager who was self-abusive and was recovering from oral surgery. 
One group home resident went to a physician on her own at least once a week for what the 
careprovider described ac< hypochondriasis. She didn't have any health conditions that the doctor or 
the provider considered to be problems. Two ICF-MR residents, both from the same facility, were 
reported to need weekly nursing care consisting of steam treatments and postural drainage because 
of 'chronic congestion.' 

Reasons for requiring medical care varied, but frequently included heart or respiratory problems. 
The only category for which a statistically significant difference existed was for skin problems (X^ (5) = 
13.1, p < .05) cited for three residenis in small ICFs-MR. Only 17 of 77 residents with health problems 
requiring regular medical care were reported to have more than one special health problem. It must 
be stressed, however, that many residents had multiple health conditions that were not listed as 
requiring regular medical care. In fact carepersons in some facilities, especially in foster homes, 
performed procedures that in other facilities, especially ICFs-MR, were performed by nurses. For 
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example three foster parents managed their residents' gastrostomies; one group home staff person fed 
a resident with a nasal-gastric tube. 



Table 4.3 

Health Problems Requiring Regular Medical Care 





Fos 


ter 


Group 


ICF 


-MR 




Category 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






(N=71) 


(N=68) 


(N=53) 


(N=77) 


<N=32) 


<N=35) 




Soecial medical care rea. 
















No special care 


77.1X 


67. 2X 


67. 9X 


74. 7X 


60. OX 


77.1X 


27.0* 


Less than monthly 


18.3 


11.6 


26.1 




20.0 


11.4 




Monthly 


4.6 


17.4 


6.0 


2.8 


20.0 


5.7 




Weekly 


U,0 


3.9 


0.0 


1.4 


0.0 


hi 




luvm opvu 1 a I Care 






32.1 


25.3 


hU.U 


22.8 




Reason for Jtiedical care 
















Infectious or parasitic 


o.ox 


O.U% 


1.9X 


O.OX 


O.OX 


O.OX 


5.4 


Cancer 


0.0 


0.0 


0.0 


0.0 


0.0 


0.0 




bifuuwi 1 1 ivf 1116 vat^w V It 


7 ft 


1 c 
1 .3 


7.5 


1.3 


U. U 


U. U 


O / 

o«4 


Blood/blood forming urgan 


2.8 


0.0 


0.0 


0.0 


0.0 


0.0 


7.5 


Psychosis 


0.0 


1.5 


0.0 


1.3 


3.1 


0.0 


3.6 


Nervous syst/sense organ 


2.8 


4.4 


1.9 


2.6 


3.1 


2.9 


0.7 


Circulatory system 


4.2 


5.9 


7.5 


2.6 


6.3 


0.0 


4.0 


Respiratory system 


5.6 


8.8 


3.8 


1.3 


0.0 


8.6 


7.4 


Digestive system 


4.2 


1.5 


3.8 


5.2 


3.1 


2.9 


7.5 


Genitourinary system 


0.0 


2.9 


1.9 


0.0 


0.0 


0.0 


5.7 


Skin/subcu^Qneous tissue 


1.4 


0.0 


0.0 


1.3 


9.4 


2.9 


13.1* 


Musculoskeletal 


1.4 


4.4 


1.9 


3.9 


9.4 


0.0 


6.4 


Other 


0.0 


1.5 


0.0 


0.0 


0.0 


0.0 


11.9 


Total 1 or more 


22.9 


32.8 


32.1 


25.3 


40.0 


22.9 




Limitationc due to health 
















Few limits 


6.U 


t1.5X 


17.0X 


11. 9X 


23. 3X 


11.4X 


17.6 


Many limits 


6.1 


4.9 


0.0 




3.3 


0.0 




Total 


12.2 


16.4 


17.0 


11.9 


26.6 


11.4 




Prescribed medications 
















For health problem 


12. 9X 


21. OX 


32. IX 


28. 9X 


43. 3X 


31. 4X 


13.7* 


For behavior 


24.3 


27.4 


49.1 


22.4 


13.3 


14.3 


20.1** 


For epilepsy 


20.0 


27.4 


30.2 


18.4 


23.3 


31.4 


5.5 


Other 


U 


4.8 


3.8 




6.7 


11.4 


2.4 


Total one or more 


48.6 


67.7 


79.2 


60.5 


66.7 


68.6 


13.7-* 



* p < .05 
** p < .01 

Oniy about half as many residents as had special health problems experienced limitations In 



daily activities because of the health problems. About 5-6% of residents of foster homes, none of the 
group home or larger ICF-MR residents, and 3.3% of small iCF-MR residents experienced 'many 
limitations,' although the observed differences among facilities were not statistically significant. 
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Many carepersons hsiped their residents with prescribed niedicatlons, which were used quite 
often in all facility types. The relative proportion of residents receiving medication for health problems 
varied from 13% In small foster homes to 43% in small ICFs-MR. Almost half (49%) of residents in small 
group homes, 22% of the residents in the larger group homes, 25% of foster home residents, and 14% 
of ICF-MR residents received psychotropic medication. About 20% to 30% of residents in all facility 
types were reported to receive medications for epilepsy. 
Adaptlv9 Behavior 

Tables 4.4 and 4.5 report on the degree of assistance required by cosidents In several areas 
of adaptive behavior. In self help skill areas, foster home residents, especially those in large foster 
homes were least independent, group home residents were most independent, and ICF-MR certified 
group home residents were on average in-between. Between 16% and 31% of foster home and ICF- 
MR residents required physical assistance wiin at least some aspects of using the toilet; an additional 
9% to 25% needed verbal guidance or reminders. At least half of group home residents, u. i the other 
liand, were Independent in all self help skills. 

In various community living skills, Foster home residents were reported to be least independent 
and group home residents were most independent. Slightly more than half of residents of foster homes 
and ICFs-MR made their beds independently or with verbal reminders, compared to almost 80% of 
group home residents. Between 7% (small foster homes) and 26% (small group homes) of residents 
could prepare a meal independently or with verbal guidance; from 16% (small ICFs-MR) to 26% (small 
group hom-es) used the telephone independently. Approximately 10% of residents who had access to 
one could take a city bus independently, but less than 10% could purchase groceries independently, 
and only 2 ri s'dents could manage a checkbook. 

Recall from Table 4.1 that many foster home residents were either very young or very old. 
Young children may often require added assistance because of their age rather than because of 
disability per se. Elderly persons may require added assistance because of conditions related to age 
rather than to their developmental disabilities. When only residents between the ages of 21 and 63 
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were included, foster home and ICF-MR residents were more similar In adaptive behavior, and were both 
somewhat lower in reported ability than group home residents, although differences were not usually 
statistically significant. However, In areas related to domestic participation (making beds, doing laundry, 
and preparing meals), the substantial, statistically significant differences between foster homes and the 
other facilities cannot be accounted for by differences in resident characteristics alone. This may 
suggest a need to improve orientation and training of foster care providers regarding the need to 
Integrate activities that increase residents' self-reliance into daily life within the foster home. 

Table 4.4 

Adaptive Behavior: Assistance Needed With Self Care skills 





Foster 


Grouo 


ICF 


-MR 




Skill Aree 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 


2 




(N=71) 


(>i=68) 


(N=53) 


(N=77) 


(N=32) 


(N=35) 




Toiletina 
















Mostly physical help 


10. 1X 


25. OX 


3.8X 


2.6% 


6.3X 


8.6X 


35.2* 


Some physical help 


5.8 


5.9 


9.4 


6.5 


12.5 


14.3 




Verbal help/ reminder 


24.6 


19.1 


11.3 


19.5 


15.6 


S.6 




Independent 


59.4 


50.0 


75.5 


71.4 


65.6 


68.6 




Eating 
















Mostly physical help 


7.2X 


17. 6X 


0.0% 


o.ox 


3. IX 


5.9X 


33.2* 


Some physical help 


5.8 


8.8 


5.7 


11.7 


9.4 


11.8 




Verbal help/reminder 


26.1 


22.1 


15.1 


18.2 


21.9 


26.5 




Independent 


60.9 


51.5 


79.2 


70.1 


65.6 


55.9 




Dressing 
















Mostly physical help 


11. 6X 


23. 5X 


3.8X 


3.9% 


3. IX 


17.1X 


33.6* 


Some physical help 


14.5 


16.2 


13.2 


13.0 


25.0 


5.7 




Verbal help/ reminder 


29.0 


19.1 


17.0 


20.8 


12.5 


25.7 




Independent 


44.9 


41.2 


66.0 


62.3 


59.4 


51.4 




Bath/ShOMer 
















Mostly physical help 


17. 6X 


32. 3X 


11. 3X 


13. OX 


3. IX 


25. 7X 


35.01* 


Seme physical help 


16.2 


14.7 


18.9 


10.4 


34.4 


8.6 




Verbal help/reminder 


29.4 


14.7 


18.9 


19.5 


18.8 


28.6 




Independent 


36.8 


38.2 


50.9 


57.1 


43.8 


37.1 





* p < .01 
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Table 4.5 

Adaptive Behavior: Assistance Needed With Connunity Living Skills 





Foster 


Grous 


ICF 


-MR 


Skill Area 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 




<M=71) 


(N-68} 


<M-53) 


<N-77) 


<M»32) 


<N=35) 


Makes 














Bevond ability 


15.9X 


30.9% 


3.8% 


5.3% 


O ■ ? A 


1 H aJA 


Mostly physical help 


4.3 


7.4 


7.5 


6.7 


6.5 


11.4 


Some physical help 


14.5 


13.2 


9.4 


9.3 


25.8 


17.1 


Verbal help/reminder 


18.8 


10.3 


18.9 


28.0 


0.0 


22.9 


Independent 


46.4 


38.2 


60.4 


50.7 


61.3 


34.3 


Does laundry 














Bevond ability 


39. 7X 


48.5% 


11.3% 


9.2% 


CM mSJM 




Mostly physical help 


23.5 


13.6 


9.4 


10.5 


10.0 


14.3 


Sofre p^<y8ical help 


10.3 


9.1 


30.2 


22.4 


23.3 


17.1 


Verbal help/ reminder 


20.6 


21.2 


13.2 


31.6 


23.3 


31.4 


Independent 


5.9 


7.6 


35.8 


26.3 


23.3 


17.1 


Prepares meals 














Bevorvf mh\ I { tv 


53.6% 


50.0% 


13.2% 


22. 4X 






Mostly physical help 


24.6 


19.1 


28.3 


22.4 


23.3 


22.9 


Some physical help 


14.5 


13.2 


32.1 


28.9 


43.3 


28.6 


Verbal help/reminder 


7.2 


13.2 


17.0 


19.7 


6.7 


20.0 


Independent 


0.0 


4.4 


9.4 


6.6 


3.3 


2.9 


Uses Teleohone 














Beyond ability 


39.1% 


47.1% 


28.3% 


28.6% 


40 /A 




Mostly physical help 


17.4 


22.1 


20.8 


14.3 


21.9 


11.8 


Some physical help 


8.7 


8.8 


11.3 


19.5 


21.9 


'i1.8 


Verbal help/reminder 


11.6 


10.3 


13. Z 


19.5 


0.0 


17.6 


Independent 


23.2 


11.8 


26.4 


18.2 


15.6 


20.6 


Uses City Bus 














Beyond ability 


47.1% 


58.5% 


34.0% 


37.0% 


■;0 LV. 




Mostly physical help 


19.1 


10.8 


18.0 


23.3 


18.8 


15.6 


Some physical help 


5.9 


4.6 


18.0 


16.4 


12.5 


3.1 


Verbal help/ reminder 


14.7 


13.8 


16.0 


12.3 


9.4 


18.8 


Independent 


13.2 


12.3 


14.0 


11.0 


0.0 


12.5 


Buys Groceries 














Beyond ability 


59. 4X 


57.4% 


24.5% 


31.6% 


56.3% 


38.2% 


Mostly physical help 


18.8 


17.6 


32.1 


27.6 


IS. 6 


26.5 


Sone physical help 


13.0 


7.4 


20.8 


21.1 


6.3 


11.8 


Verbal help/reminder 


4.4 


8.8 


18.9 


11.8 


9.4 


20.6 


Independent 


4.4 


8.8 


3.8 


7.9 


12.5 


2.9 


Manages Checkbook 














Beyond ability 


97. IX 


88.2% 


70. 6X 


72.0% 


90.6X 


84.8% 


Mostly physical help 


1.4 


7.4 


17.6 


18.7 


3.1 


9.1 


Some physical help 


1.4 


2.9 


3.9 


2.7 


6.3 


6.1 


Ve'*bal help/reminder 


0.0 


0.0 


7.8 


4.0 


0.0 


0.0 


IndepetKient 


0.0 


1.5 


0.0 


2.7 


0.0 


0.0 



X^/F 



49.4** 



75.8** 



52. 



25.5 



25.7 



40.6* 



39.9* 



* p < .05 
•* p < .01 
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Communication 

Table 4.6 doscribes how residents communicated and how well residents were reported to 
understand other people. Th«« proportion t asldents who communicated primarily by talking ranged 
from 56% of residenls of large ICFs-MR to 81% of small group home residents. Among residents who 
talked, in all Kpes of facilities approximately 50% of talkers were considered easy to understand, 35% 
somewhat difficult to understand, and 15% difficult to understand. Although quite a few residents were 
reported to know some sign language, relatively few used this as their primary means of communication 
(3%). Group home and ICF-MR residents were more likely to sign than foster home residents, but the 
difference was not statistically significant. Likewise, more residents were reported to have some use of 
a symbol board or a symbol system (4% and 17%) than were reported to use these as their primary 
means of communication (2%). 

Table 4.6 
Residents' Method of Comnunication 





Foster 


GrouD 


ICF 


■MR 




Characteristics 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 


2 
XVF 




{N=64) 


<N=62) 


<Ns48) 


<N=68) 


<N=32) 


<N=35) 




Primary Means of Comnunication 
















Talks 


73. 4X 


71. OX 


81 .2X 


79. 4X 


71. 9X 


55.9X 


33.5 


Formal sign language 


1.6 


0.0 


6.3 


2.9 


3.1 


2.9 




Symbol system 


0.0 


3.2 


4.2 


1.5 


0.0 


5.9 




Sound?' or gestures 


15.6 


8.1 


8.3 


8.8 


21.9 


20.6 




Cry 0' smile 


9.4 


16.1 


0.0 


7.4 


3.1 


14.7 




Other 


0.0 


1.6 


0.0 


0.0 


0.0 


0.0 




How Well Res Understands Others 
















Understands most 


55. 7X 


44. 8X 


67.9X 


55. 3X 


65. 6X 


60. OX 


28.9* 


Understands if simplified 


25.7 


29.9 


26.4 


40.8 


28.1 


31.4 




Has difficulty with even simple 


11.4 


11.9 


5.7 


2.6 


3.1 


2.>? 




sentences 
















Turns head toward speaker but does not 


7.1 


13.4 


0.0 


1.3 


3.1 


5.7 





understand 



* p < .05 
** p < .01 
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Careproviders were also asked how well residents understood other people who talked to them. 
The proportion of residents who were reported to understand most of what was said ranged from 45% 
of large foster home residents to 63% of small group home residents. Eleven percent of foster home, 
3% of ICF-MR, and 4% of group home residents had difficulty understanding even simple sentences, 
and approximately 4% of ICF-MR residents and 10% of foster home residents did not appear to have 
any un'lerstanding of spoken language. 
Problem Behavlon 

This study used the Inventory for Client and Agency Planning (ICAP) (Bruininks, Hill, Weatherman, 
& Woodcock, 1985) to assess residents' problem behaviors in eight comprehensive categories. The 
number of types of problem behaviors exhibited by residents is shown in Table 4.7. The number of 
residents with at least one problem behavior ranged from a low of 46% in large group homes to a high 
of 90% in small group homes, where 25% of residents were reported to exhibit 5 or more types of 
problem behavior. 



Table 4.7 

Number of Categories of Problem Behavior Exhibited by Residents 





Foster 


Grouo 


ICF- 


■HR 


Number of Problem Behaviors 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 




<N«71 ) 


<N»68) 


<N»53) 


<N=77) 


<N=32) 


<N=35) 


1 


13. 2X 


16. 4X 


18. 8X 


13. 2X 


34. SX 


26.3V 


2 


19.1 


9.0 


16.7 


14.7 


13.ti 


15.8 


3 


4.4 


11.9 


14.6 


7.4 


20.7 


15.8 


4 


1.5 


4.5 


14.6 


19. i 


6.9 


7// 


5 or more 


11.8 


4.5 


25. C 


16^ 


3.4 


iM 


Total 


50.0 


46o3 


89.6 


70.6 


79.3 


86.8 



• p .001 

Tables 4.8 and 4.9 provide information about the frequency and severity of problem bphaviors. 
The iCAP groups problem behaviors into three areas: internalized, externalized and asocial. Internalized 
behaviors include hurting oneself, unusual habits (stereotyped behavior) and withdrawn or inattentive 
behavior. These behaviors, which were most conimon among group home residents and least common 
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Table 4.8 

Prevalence and Frequency of Problem Behaviors 





Foster 


GrouD 


ICF' 


■MR 




Problem/Frequency 


1-4 


5-6 


1 H 




1-4 


5-6 


A 












(N=32} 


(N-35) 




Hurts Self 
















Less than monthly 


4.2X 


3. IX 


4. OX 


1.4X 


6 5% 


5 7^ 


9>t n 
. u 


Monthly 


4.2 


3.1 


8.0 


9.5 


6.5 


2.9 


weeKiy 


0.0 


4 6 




T . ? 


3.2 


14.3 




Daily 


2,8 


1.5 




0 0 


0.0 


5.7 




Total 


11.3 


12.3 


7L 0 


?n 3 


16.1 


28.6 




Hurts Others 
















Less than monthly 


12. 9X 


3. OX 


7.7X 


14. 5X 


16. IX 


20.0% 


43.9** 


Monthly 


0.0 


4.5 


17.3 


11.8 


3.2 


14.3 




Weekly 


u ■ u 






U. U 


0.0 


8.6 




Daily 


1,4 


1 5 


n n 


n n 


0.0 


2 9 




Total 


14 3 








19.4 


45.7 




Damages Prooertv 
















Less than monthly 


10. IX 


3. OX 


15.4X 


11. 8X 


9.7% 


8.6% 


35.4* 


Monthly 


0.0 


3.0 


11.5 


6.6 


6.5 


17.1 




weeKiy 


0.0 


6 0 


7 7 


1 .J 


0.0 


5.7 




Daily 


1 4 


0 0 


n n 


1 .J 


0.0 


2.9 




Total 


11 6 


11 0 




51 1 


16.1 


34.3 




DisruDtive Behavior 
















Less than monthly 


8.5X 


3. OX 


8. OX 


9. IX 


3.2% 


5.7% 


29.9 


Monthly 


7.0 


3.0 


12.0 


11.7 


9.7 


14.3 




weeKiy 


0.0 






O 1 

y. 1 


9.7 


17.1 




Daily 


4.2 


9 0 


£ n 




3.2 


5.7 




Total 


19.7 


22 4 


LL n 


1 


25.8 


42.9 




Socially UnBCceotable Behavior 
















Lass than monthly 


4.3% 


O.OX 


5.9X 


S.3X 


0.0% 


2.9% 


31.1 


Konthly 


5.8 


2.9 


15.7 


10.5 


6.5 


8.6 




weekly 




7 4 


S 0 


7 0 


9.7 


8.6 




Di^ily 


2 9 


1 5 


11 8 


5 3 


3.2 


17.1 




Iciai 


18.8 


11.8 




78 0 


19.4 


37.1 




Uncoooerative Behavior 
















Less than monthly 


5.6X 


1.5X 


5.9X 


3.9X 


9.4 


5.7% 


41.2** 


Monthly 


8.5 


6.0 


21.6 


18.4 


6.3 


5.7 




weeKiy 


5.6 


4.5 


^9 6 


^ .J 


6.3 


17.1 




Daily 


1,4 


6.0 


7 8 


3 0 


0.0 


8.6 




Total 


21 1 


17 0 


5i\ 0 


31 ^ 


21.9 


37.1 




Unusual/Reoetitive Habits 
















Less than monti'^ly 


1.5X 


O.OX 


O.OX 


O.OX 


0.0% 


O.OX 


37.2* 


Monthly 


4.4 


0.0 


3.8 


1.3 


0.0 


0.0 




Weekly 


5.9 


0.0 


7.5 


5.2 


0.0 


14.7 




Dai ly 


11.8 


M 


24.5 


28.6 




20.6 




Total 


23.5 


9.0 


35.8 


35.1 


16.1 


35.3" 




Withdrawn or Inattentive Behavior 
















Less than rtonthly 


o.ox 


O.OX 


O.OX 


O.OX 


0.0% 


0.0% 


17.2 


Monthly 


5.7 


4.5 


1.9 


1.3 


3.2 


2.9 


Weekly 


8.6 


3.0 


11. S 


14.3 


16.1 


0.0 




Daily 


4.3 


LI 


9.4 


lA 


ill 


2.9 




Total 


18.6 


14.9 


22.6 


?'.7 


25.8 


5.7 





p 

p < 



.01 
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Table i.9 

Prevalence and Severity of Problem Behaviors 



Foster Pr9MP — . . ICf-nR , 



— 1-4 5-6 1-4 5-6 X 

Problem/seventy ^^^^^^ ^^^^ ^^^53^ ^^.32, jn.jj, 



ERIC 



Hurts Self 
No/sHflht problem 
Moderate problem 
Severe problem 
Total 

Hurts Others 
No/slight problem 
Moderate problem 
Severe problem 
Total 



9.9X 
1.4 

11.3 



11. 4X 
2.9 

14.3 



10. 8X 
1.5 
0.0 

12.3 



7.5X 
6.0 

13.4 



18. OX 
2.0 
4.0 

24.0 



23. IX 
5.8 

hi 
30.8 



16. 2X 
4.1 
0.0 

20.3 



21. IX 
5.3 

26.3 



16. IX 
.0 

16.1 



9.7X 
6.5 

hi 
19.4 



11. 4X 
14.3 
2,9 
28.6 



34. 3X 
8.6 

45.7 



27.9* 



25.8* 



DMMflefl Prooei W 
No/sliflht problem 
Moderate problem 
Severe problem 
Total 

Disruptive Behavior 
No/sliflht problem 
Moderate problem 
Severe problem 
Total 

Socially Unacceptable Behavior 

No/slight problem 

Moderate problem 

Severe problem 

Total 

Uncooperative Behavior 
No/slight problem 
Moderate problem 
Severe problem 
Total 

ifi ^iua I /Repev i t i v f_ Habits 
No/slight probie.n 
Moderate problem 
Severe problem 
Total 

Withdrawn or Inatten tive Behavior 

No/slight problem 

Moderate problem 

Severe problem 

Total 



7.2X 
4.3 

11.6 



11. 3X 
7.0 

19.7 



7.2X 
10.1 

1.4 
18.8 



11. 3X 
5.6 

21.1 



13. 2X 
7.4 

U. 
23.5 



7.1X 
7.1 

18.6 



10. 4X 
1.5 
0.0 

11.9 



13. 4X 
6.0 

22.4 



5.9X 
5.9 
0.0 
11.8 



11.9X 
3.0 

17.9 



4.5X 
3.0 

hi 
9.0 



9. OX 
4.5 
1*5 
14.9 



25. OX 
9.6 
0.0 

34.6 



34. OX 
6.0 

U. 
44.0 



29.4X 
7.8 

39.2 



35. 3X 
17.6 
2.0 
54.9 



22. 6X 
13.2 
0.0 
35.8 



13. 2X 
7.5 
1.9 

22.6 



15. 8X 
3.9 

LI 

21.1 



31. 2X 
3.9 
0.0 

35.1 



21. IX 
5.3 

28. 9 



21. IX 
7.9 

31.6 



26. OX 
9.1 

35.1 



14. 3X 
9.1 

LI 
24.7 



12.9% 
.0 

hZ 
16.1 



16. IX 
6.5 

hi 
25.8 



9.7X 
6.5 

LI 
19.4 



12. 5X 
6.3 
3.1 

21.9 



16. IX 
0.0 
0.0 

16.1 



19.4X 
6.5 
0.0 

25.8 



22. 9X 
5.7 
5,7 

34.3 



22. 9X 
17.1 

L5 
42.9 



22.9X 
8.6 

hi 
37.1 



22. 9X 
8.6 
LZ 

37.1 



35. 3X 
0.0 
0.0 

35.3 



2.9X 
2.9 

5.7 



27.7* 



26.8* 



26.7* 



29.8* 



36.6** 



13.6 



P < 
P < 



.05 
.01 
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in foster homes, tended to occur on a daily or weekly basis, but usually presented no problem or only 
a slight problem for staff (Table 4.9). 

Externalized behaviors included hurting other people or disrupting their activities, or damaging 
property. Although the prevalence of these behaviors was similar to the prevalence of other maladaptive 
behaviors, ranging from 12% of foster home residents who damaged property to 46% of large ICF-MR 
residents who hurt other people, the frequency of behaviors tended to be very low-typically not more 
than once a month, and the severity of these problems for approximately three-fourths of residents who 
exhibited them was reported to be 'none' or 'slight.' Behaviors that hurt other people or damaged 
property were reported to be severe prcNems for one or two residents (1.9% to 5.7%) In each of the 
group home and ICF-MR groups. 

Asocial behavior categories included socially unacceptable behavior (for example, improper or 
annoying behaviors in public) and uncooperative behavior (refusing to follow rules). The incidence of 
these behaviors ranged from 12% to~55% of residents for behaviors that occurred anywhere from daily 
(17% otlarge ICF-MR residents) to less than monthly. 

In order to gain an overall idea of the extent of maladaptive behavior in these small facilities, 
an ICAP General Maladaptive Behavior Index score was computed. Results are presented in Table f * \ 
This ICAP score has an average age adjusted score of 0 for non-handicapped persons, and a standard 
deviation of 1 0 for people with mental retardation. Negative scores indicate more serious maladaptive 
behavior, based on the frequency and severity of the eight categories of behavior. The ICAP scores 
indicate average levels of maladaptive t^ehavior overall, with small group home residents reported to 
exhibit more serious maladaptive behavior than either foster home or ICF-MR residents, and large ICF- 
MR residents more serious behavior than foster home residents (p < .05 using SNK procedure; F 
(5,309) 4.7, p < .001). Perhaps most interesting is that despite the fact that each type of facility had 
one or more residents with very serious problem behaviors, the average score for all residents was quite 
modest, within the range considered normal. 
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Table 4.10 

Residents' Ovcrell Problem Behavior Scores 
on the Inventory for Client and Agency Planning 







Foster 




Grouo 




ICF-HR 


F 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 


Mininun 


-34 


-27 


•34 


-27 


-21 


-38 




Maximum 


4 


4 


4 


4 


4 


4 




Mean 


-1.3 


•1.0 


-6.6 


3.1 


-1.6 


-6.7 


4.7* 


SO 


7.5 


8.0 


9.3 


7.7 


6.5 


10.9 





* p < .001 

Table 4.11 presents additional information atooiA problem behaviors. This table Is 'a^^seJ on the 
total number of problem behavior categories reported for all residents (up to eight problen^s: could have 
been reported for each resident). In all types of facilities, carepersons reported that more than half of 
all problem behaviors had decrea'^ed since the resident first came to the home, 20% to 30% of 
behaviors had not changed, and 9% to 19% had increased in frequency. An Increase occurred more 
often in large facilities (i.e., 5 or 6 residents). 

Carepersons were fairly consistent In the manner in which they responded to problem behaviors, 
with verbal responses (ask resident to stop) most common, followed by differential reinforcement of other 
behaviors. ICF-MR staff members were more likely to report that they structured the environment to 
avoid or prevent problems (no information was gathered on what this structure consisted of), but they 
were also more likely to redirect or restrain clients. The results of these methods of controlling behavior 
were also reported. Approximately 80% of efforts to manage behavior were reported to be resulting In 
decreases In the problem. Likewise, 60-80% of the time, carepersons felt that current efforts to manage 
behavior were adequate. For 6-20% of behaviors staff felt that added staff training would help; some 
largg foster homes and large ICFs-MR felt that a better staff ratio would help, and 4-18% wanted on- 
site consultation. Group home and ICF MR staff members were more likely than foster homes to have 
stated that a resident should be demitted, apparently having given up on managing a p^ticular client's 
problem behavior. 
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Table 4.11 

Careperson Comments About Maladaptive Behavior 





Foster 


GrouD 


ICF-HR 


1-4 
(N=97) 


5-6 
(N»76) 


1-4 
(N>149} 


5-6 
(N=170) 


1-4 
(N=51) 


5-6 
(N=94) 


Chanae Since Adnission 














Less often 


55. 3X 


58. 6X 


56. IX 


56. 4X 


56. 5X 


58.5X 


Same 


35.1 


22.9 


33.1 


31.4 


34.8 


24.4 


More OTten 


0 A 


1 OoO 


in A 


13 3 


O. r 


17 1 
1 f • 1 


Staff KesDonse to Problem Behaviors 














uo notning 


9.6X 


7.8X 


6. IX 


4.7X 


7.7X 


4.3X 


Ask to stopi reason 


35.1 


39.0 


37.8 


38.0 


34.6 


23.4 


ignorei reward other behaviors 


16.0 


14.3 


19.6 


19.3 


23.1 


18.1 


ASK to maKe amends 


A S 


in A 


1 1 ■ 9 


in c 
1U. 3 


11 is 
11.3 


10.6 


Resf^ucture surroundings 


1.1 


.0 


3.4 


2.3 


5.8 


8.5 


Time-out 


14.9 


19.5 


10.1 


10.5 


7.7 


16.0 


TQKe away privileges 


6.4 


3.9 


1.4 


11.7 


3.8 


6.4 


Redirect or restrain 


2.1 


2.6 


6.8 


2.3 


5.8 


9.6 


Get help 


.0 


.0 


.7 


.0 


.0 


1.1 


Other 


6.4 


2.6 


2.7 


.6 


.0 


2.1 


Result of Current Efforts 














signiT leant decrease 


37.9% 


39. 5X 


29. 7X 


38. 5X 


23. IX 


33. OX 


Some decrease 


45.3 


38.2 


38.5 


40.2 


46.2 


35.1 


No change 


14.7 


17.1 


29.7 


18.9 


30.8 


25.5 


Gotten worse 


2.1 


5.3 


2.0 


2.4 


.0 


6.4 


Additional Steos 














None, OK as is 


72. 2X 


78. 9X 


63. 8X 


68. 4X 


72. 5X 


72. 3X 


Staff need special training 


14.4 


7.9 


7.4 


20.0 


5.9 


7.4 


Need more staff 


2.1 


6.6 


.7 


.6 


.0 


6.4 


Need special on-site consi \tant 


7.2 


7.9 


10.7 


8.8 


17.6 


4.3 


Resident should be removed 


1.0 


.0 


9.4 


3.5 


3.9 


6.4 


Other 


7.2 


.0 


4.7 


6.5 


3.9 


4.3 



Note. N indicates nunnber of resident behaviors. Up to eight types of behavior could be counted for each 
resident. 

Placement History 

The age at which residents of these facilities originally moved away from their natural families 
Is summarized l>i Table 4.12. Review of this table indicates a significant relationship between age and 
type of placement. Nearly 50% of residents in foster homes and small ICFs-MR were placed before the 
age of 10 years; proportionately fewer persons this young entered group homes. An interesting finding 
Is the very high rates of placements among persons 40 years or over. The highest placement rate was 
found in group homes with approximately 53% of the persons placed after their fortieth birthday. The 
differences in age of placement by type of program were statistically significant (X^ (25) = 47.4. p < 
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.01). Two factors seem to account for these age differences. First, foster homes and small ICF-MR 
group homes seem to be used proportionately more for younger children, while group homes seem to 
be used to a much greater extent for middle aged individuals. Second, for these small facilities there 
seem to be two patterns of placement represented in the data, one for relatively high proportions of 
persons to be placed before the age of 10 and a second large group placed after the age of 40 years. 
The older placements may be related to the fact that persons who stayed at home until this age, 
themselves and/or their families, wished to maintain a lifestyle in a typical, community based housing 
arrangement. 



Table 4.12 

Age of Residents When On'oinally Moved Away From Parents 





Foster 


Group 


ICF-MR 




Age left home 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






<N*/X)) 


<N=62) 


<N»51) 


<N=73) 


<N=30) 


<N»35) 




0-4 


28. 6X 


30. 6X 


5.9X 


6.BX 


33. 3X 


11. 4X 


47.4* 


5-9 


15.7 


19.4 


13.7 


9.6 


13.3 


14.3 




10-14 


2.9 


6.5 


9.8 


8.2 


6.7 


2.9 




15-21 


7.1 


1.6 


11.8 


11.0 


10.0 


14.3 




22-39 


2.9 


6.5 


5.9 


12.3 


3.3 


17.1 




404- 


42.9 


35.5 


52.9 


52.1 


33.3 


40.0 




Total 


100.0 


100.0 


100.0 


100.O 


100.0 


100.0 





* p < .01 



The data on the number of yaars the residents had lived in their present facility are reported 
In Table 4.13. There is some variation in the duration of placements by facility type and a significance 
test indicates that there is a strong relationship between duration of placements and type of facility (X^ 
(15) = 81.3, p < ,01). Some foster home placements within the sample (5%) had been maintained 
for more than 20 years. Most of group homes and ICFs-MR, however, had placements that were fiva 
years or less in duration, as recent depopulation of public residential facilities has made rather heavy 
use of group homes and small ICFs-MR as alternative placements. Nearly 30% of residents in foster 
placements had Irved in their present location for a period of at least eleven years. The average 
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duration of placements in foster homes was 9 years, compared to an average of about 3 years In group 
home and ICF-MR group home residences (F = 12.69, df * 5, p < .01). 

Table 4.13 

Number of Years Resident Has Lived in the Present Facility 



Foster Group ICF-HR 

Nuniser of Years 1-4 5-6 1-4 5-6 1-4 5-6 X' 

(N=69) (N«58) ^N«50) (N«68) (N«31) (N=33> 



0-5 26.1X 31. OX 72. OX 60.3X 48.4X 84. 8X 81.3* 

6-10 36.2 39.7 24.0 35.3 51.6 6.1 

11-20 31.9 25.9 4.0 2.9 0.0 9.1 

20* 5.8 3.4 0.0 1.5 0.0 0.0 

Average 9.35 8.74 4.36 5.06 5.42 4.21 12.0* 

Total 100.0 100.0 100.0 100.0 100.0 100.0 



* p < .01 

Data on previous residential placements aie summarized in Table 4.14. The largest single 
previous placement in all categories was state institutions. Approximately 40% of foster home residents, 
50% of group home residents and 65% of current ICF-MR residents resided in state Institutional settings 
Immediately prior to their current placement. The second largest previous placement was from the 
homes of parents or relatives, although appioximately 25% of foster home residents had lived In a 
different foster home. A relatively large number of previous placements for group homes and larger 
foster homes came from natural families or relatives. Although there are some differences within 
placement categories by size of facility, these differences did not yield statistically significant differences 
by size alone. 

Table 4.15 summarizes reasons given for residents having moved from their previous residential 
placement. Reasons varied quite widely. Some related to the characteristics of the Individual; others 
were more policy-related, including the closing of facilities ar.d tho consequences of statewide planning 
Initiatives related to state plans for deinstitutionalization, and the decision to place individuals in less 
structured and more independent living setiings. There Is considerable indication in these data that 
most movement relates to individual or organizational preference for small foster homes and small group 
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Table 4.14 

Types of Placement Immediately Before Moving to the Present Faci'.ity 





Foster 


GrouD 


ICF-MR 




rrCVIOUS rlQCCfilCni 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 








<N«57) 


(Ns50) 


(N=66) 


(N=31) 


(N=33) 




wivn porcniB or roiaXivcs 


14. 8X 


26. 3X 


30. OX 


25. 8X 


12. 9X 


15. 2X 


Or mC 


rosier ncM 


23.0 


24.6 


4.0 


6.1 


3.2 


15.2 




Irxkp. in own home or rental unit 


0.0 


0.0 


0.0 


1.5 


0.0 


0.0 




Room t board Mlthout personal care 


1.6 


0.0 


0.0 


3.0 


0.0 


0.0 




Semi -independent unit with supervisor/ 


0.0 


0.0 


2.0 


0.0 


3.2 


0.0 




ovaTT in DUliuiny 
















Group res. with staff providing care. 


9.8 


10.5 


14.0 


12.1 


9.7 


27.3 




supervision and training 
















Personal care facility with staff 


1.6 


1.8 


0.0 


0.0 


0.0 


0.0 




providing care, but no training or 
















nursing services 
















Nursing home 


1.6 


1.8 


4.0 


3.0 


0.0 


0.0 




State institution 


41.0 


35.1 


46.0 


48.5 


67.7 


42.4 




Other 


6.6 


0.0 


0.0 


0.0 


3.2 


0.0 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





* p < .05 

homes as means of achieving personal or public goals of Increasing the integration and/or decreasing 



the institutionalization of persons with mental retardation. In terms of individual characteristics, the : > -nst 
common reason for a change in placement was presence of a Isehavior problem, although this factor 
was mentioned in a relatively small (and not statistically significant) percentage of the cases. Family 
reasons obviously were associated with some decisions for placement. 

Table 4.16 summarizes reasons given by careproviders for sample members having moved 
into the present residential placement rather than into some other facility. The reasons for placement 
in the current facility are quite varied, but most of the reasons seem to involve a decision to find a more 
appropriate program and related services, or environments more home-like than offered by other 
facilities. 

Additional infoimation about placement history is found in Table 4.1 7. summarizes the average 
number of previous placements for all residents, not including the present placement or the individuals' 
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Table 4.15 

Reasons for Moving Out of Last Residence 



Reasons 


1-4 


5-6 


1-4 


5-6 

(Ns60) 


1-4 
(N=24) 


5-6 
(N=30) 


Behavior problems 


6.3X 


4.5X 


4.5X 


11. 7S 


4.2X 


3.3X 


Medical or health problems 


2.1 


4.5 


- 


- 


- 




Too old/strong/big for facility/home 
to manage care 


• 


2.3 


2.3 


- 


- 


3.3 


Court -ordered, reason unspecified 
("taken by state") 


- 


4.5 


- 


1.7 


- 


- 


Court ccnmitment; resident had trouble 
with the law 




2.3 




1.7 






Problems with resident 


2.1 












Facility offers better program; 
necessary program/service available; 
appropriate peer group 


6.3 


2.3 


9.1 


6.7 


16.7 




Programming or service needs not 
adequate/avai labia 


4.2 


6.8 


9.1 


8.3 


4.2 


6.7 


Resident had completed prog, 
available, reached age, skill/time 
limit on prog. 


2.1 


• 


• 


5.0 


4.2 




Ready for less structured program; 
higher functioning than others here; 
ready for move into community 


8.3 


4.5 


20.5 


20.0 


33.3 


46.7 


Parents couldn't handle him any longer 


8.3 


6.8 


9.1 


5.0 


4.2 




Sought more home- 1 ike environment 


12.5 


9.1 




1.7 


4.2 


3.3 


Family reason: no longer able to care 
for resident/death or illness of 
family members or family care person; 
needs of other family members 


8.3 


6.8 


13.6 


8.3 




6.7 


Neglect or abuse of resident at 
previous residence 


2.1 


6.8 




3.3 




3.3 


Previous facility closed 


16.7 


22.7 


15.9 


5.0 


8.3 


3.3 


Previous facility changed type of 
resident, was overcrowded; other 
administrative reasons to do with 
previous facility 




2.3 






4.2 




Previous residence not a placement-- 
discharge and reacknission for 
administrative reasons only, i.e., 
hospitalization, home visit 


2.1 


2.3 


• 


• 


• 


• 


Part of state plan to deinst., etc. 


12.5 


2.3 


2.3 


13.3 


12.5 


6.7 


Parents chose 


4.2 


- 


- 


- 


- 


3.3 


Careprovid^r chose 






* 






3.3 


No special reason 






2.3 


1.7 






Resid<;nt wanted to move 




2.3 


• 






3.3 


Recommended by doctor rr other 
professional 




2.3 


4.5 


1.7 






Others (family) responsible for 
resident wanted the move 


2.1 


2.3 


4.5 


1.7 




3.3 


Other 




2.3 


2.3 


3.3 


4.2 


3.3 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 



140.9 
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Table 4.16 

Reasons for Moving Into the Present Facility Rather Than Into Another Facility 





Foster 


Groi<D 


ICF-MR 




1-4 


5-6 


1-4 


5-6 


1-4 


5-6 




<N«56) 


<N«47) 


<N«41) 


(Ns59) 


<N«16) 


(N»2a) 


DCTiBViur prwuicfns 




o.ox 


2.4X 


O.OX 


O.OX 


O.OX 


ncQiwfil or ncBivn proDimv 


1.8 


0.0 


0.0 


0.0 


0.0 


0.0 


FftciLitV offfirft hiitter nrAarMn' 


26.8 


27.7 


41.5 


47.5 


37.5 


35.7 


nj^ASfiAPW mPA#iPBMl/aAP^{ 














avQi iawiV| V|i^rof#r 1 flkc peer ^rvi^ 














ftAMiv for Lftfift s^r'ir^LiPAH npnapimi* 


0.0 


O.G 


9.8 


1.7 


0.0 


10.7 


■ lui ifiuw iii^u wUninuni vjr 
















12.5 


6.4 


0.0 


0.0 


0.0 


0.0 


Part of state plan to deinst., etc. 


o«o 


0.0 


0.0 


0.0 


18.8 


3.6 


No other placement available 


3.6 


8.5 


2.4 


0.0 


6.3 


7.1 


Parents chose 


3.6 


12.8 


4.9 


13.6 


6.3 


10.7 


Resident chose 


0.0 


8.5 


0.0 


0.0 


0.0 


0.0 


Caseworker chose 


16.1 


8.5 


2.4 


3.4 


6.3 


0.0 


Car^rovfder chose 


14.3 


4.3 


2.4 


3.4 


0.0 


0.0 


No special reason 


14.3 


12.8 


26.8 


13.6 


12.5 


14.3 


Resident wanted to move 


1.8 


4.3 


0.0 


0.0 


0.0 


0.0 


To be close to family/guardian 


3.6 


0.0 


7.3 


15.3 


0.0 


3.6 


Others (family) responsible for 


0.0 


0.0 


0.0 


0.0 


0.0 


3.6 


resident wanted ttte nx)ve 












Other 


0.0 


6.4 


0.0 


1.7 


12.5 


10.7 


Total 


100.0 


100.0 


103.0 


100.0 


100.0 


100.0 



* p < .01 

natural homes. The single most common was state residential institutions. This was particularly 
frequent of individuals living in small ICF-MR group homes, who ha'J on average had more than one 
stay in a state institution (1.3). Within foster hemes, the most common previous placements were other 
foster home settings and state institutions, with an average of .62 and .57 previous placements 
respectively. Expressed in another way, it is estimated that in a typical group of 100 foster home 
residents with mental retardation, gro",r, members would among themselves have had at one time or 
another a total of 62 placements in other foster care homes and 57 placements in state institutions. 
Nursing homes did not appear to provide many of the previous placements of persons residing in foster 
homes and group homes. Across all group types of facilities, the average resident in different facility 
types had l>een in 1 .3 to 2.7 other facilities, that is, was living in his/her third out-of-home placement 
at the time of this survey. 
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Table 4.17 

Average Nunter of Times Residents Had Been Placed 
in Other Facilities (not counting natural home or present placement) 





Foster 


GrouD 


ICF-MR 




Previous placements 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 


(N«70) 


(Ns68) 


(N>S3) 


(N>78) 


(N«32) 


(N=35) 




Mean 


Mean 


Mean 


Mean 


Mean 


Mean 


Foster ho(ne(8) 


.62 


.62 


.12 


.18 


.10 


.13** 


Grotp hoine(s) 


.24 


.24 


.37 


.30 


.27 


.12 


Nursing hon)e(s) 


.16 


.00 


.02 


.02 


.00 


.00* 


Institut{on(8) 


.69 


.46 


.67 


.60 


1.58 


1.08** 


Other 


Jl 


.02 


.14 


.06 


M 


.12 


Total other placements 


2.0 


1.8 


1.3 


1.5 


2.7 


2.0 * 



Total may not equal sum ot columns because of varying missing values for individual items. 
< .05 



Note 

* p < .05 
** p < .01 



Present and Future Placement 

The survey also requested the careprovider's assessment of the extent to which the resident 
was satisfied with his or her present home In comparison with previous placements. Responses are 
shown in Table 4.18. Obviously this information >s subjective, and prone to bias. It was most commonly 
reported that the resident 'likes the current placement more' or 'likes it well.' Approximately 80% or 

Table 4.18 

Degree of Residents' Liking of ^he Present Facility Compared to Other Placements 





_Eester 


Group 


ICF- 


■MR 




Degree of Liking 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






(N>=61) 


(N=48) 


(N=47) 


(N»67) 


(N»30) 


(N=31) 




Likes it more or likes it well 


85. 2X 


87. 5X 


83. OX 


86. 6X 


73.3X 


80. 6X 


34.2 


Likes it less than some other 


3.3 


0.0 


0.0 


3.0 


6.7 


3.2 




Likes it about the same 


6.6 


2.1 


10.6 


1.0 


0.0 


6.5 




Prefers parents 


0.0 


2.1 


4.3 


6.0 


13.3 


6.5 




Prefers own apartment or more indep. 


0.0 


0.0 


2.1 


0.0 


0.0 


3.2 




Other 


4.9 


8.3 


0.0 


1.5 


6.7 


0.0 




Totiil 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 
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more of 'te Individuals In all types of placement were reported to like their current placement at least 
as well o' better than their previous placements. 

Respondents were also asked to indicate whether there were future plans for the resident to 
move to another placement. As shown In Table 4.19, the most frequent response to this question was 
■no." Still, plans for future movement were reported for 29% of all sample members. Although the 
differences were not particularly large, there was a groater trend for projecting alternative placements 

Table 4.19 

Plans for the Resident to Move and Eventual Placement of Greatest Independence 



1-4 
<N«67) 



Poster 



5-6 
<N«58) 



Group 



1-4 
(N»49) 



5-6 
<N«71) 



ICF-HR 



1-4 



5-6 
<M=24) 



No 
Yes 

Don't know 
Total 



67. ZX 
23.9 

100.0 



79.3X 
17.2 

100.0 



61.2% 
30.6 

100.0 



56. 3X 
38.0 
L.6 
100.0 



75. ox 
21.4 

100.0 



Eventual Placemsnt of Greatest Independence 



50. OX 
41.2 
8.8 
100.0 



Foster h'me 


12.3X 


20. ox 


O.OX 


10. 4X 


3.7X 


3. IX 


Independent in own home or rental unit 


3.1 


2.0 


4.3 


9.0 


3.7 


0.0 


Indep. with regular home-base services 


3.1 


6.0 


12.8 




0.0 


9.4 


or monitoring 














Room and board without personal care 


1.5 


0.0 


0.0 


n.o 


0.0 


6.3 


Semi -indep. unit with supervisory 


3.1 


6.0 


17.0 


10.4 


7.4 


15.6 


staff in building 














Group res. with staff providing care, 


ia.5 


16.0 


21.3 


29.9 


55.6 


31.3 


supervision and training (group 














home) 














Personal care facility with staff 


0.0 


2.0 


0.0 


3.0 


0.0 


0.0 


providing care, but no training or 














nursing services 














Intermediate care facility 


0.0 


4.0 


0.0 


0.0 


0.0 


0.0 


Skilled nursing facility 


0.0 


2.0 


0.0 


0.0 


0.0 


0.0 


State institution 


0.0 


2.0 


0.0 


0.0 


0.0 


0.0 


The present home 


29.2 


8.0 


25.5 


16.4 


14.8 


21.9 


Unspecified place w/continuous 














supervision 


29.2 


32.0 


19.1 


11.9 


14.8 


12.5 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 


* p < .01 

among group home and ICF-MR residents than among foster home residents. When asked 



14.6 



111.9* 



possible time-table for moving residents, respondents gave a variety of answers. The most common 
response by foster parents was age-related, for example, when the resident reached the age of 18-21 
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years. Other responses were related to the availability of aitemative placements, a more common 
response for future movement of group home residents vt/as based upon anticipated improvement in 
the level of a person's independence In functional living skills. Behavior problems were listed as very 
Infrequent barriers to possible movement. 

Respondents were also asked to estimate the most Independent living arrangement they felt 
each resident would attain In future years. The most common was this home' or an environment with 
a similar degree of supervision. However, a number of estimates were made that residents were 
capable of living In less-supervised environments sometime in the future. The patterns of responses 
lndiCL.3 the relatively even split In the projected future placements of current residents. Approximately 
equal numbers; of Individuals felt that some form of more independent setting would be possible, or that 
the current placement or some similar level of supervision was appropriate. 
Relatlonthlpt In th9 Home 

Respondents were asked a series of questions about the role of their residential settings and 
about how they believed residents perceived themselves within that setting. Table 4.20 shows how 
carepersons rank ordered a group of five descriptors. Foster parents viewed what their residences 
offered first as 'a family' and nearly equally as 'a home.' Group home and ICF-MR respondents ranked 
'home' as most Important, but training program' above family.' Small and lar'^'^ .ostsr homes and 
small ICFs-MR ranked family' significantly higher than group homes did (using SNK, p < .05). Large 
and small foster homes ranked training as a significantly less important descriptor. Being a 'support 
for the residents' parents' and 'being a transition program' to a less restrictive setting were ranked as 
leas: Important descriptors of their purpose by all groups of residence. 

Asked how they viewed their relationship with residents, there was a clear difference between 
foster parents, 80% of whom perceived residents as family members,' and group home staff who 
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Table 4.20 
Relationships in the Horn 





Foster 


GroUD 


1 wr 


■MR 

rlrV 




Relationship 


1-4 


5-6 


1-4 


5-6 


1-4 








(N-68} 


iN«65) 


(N»53) 


(N»75) 


<N»32) 


CN=35) 




PurDose home serves for resident 
















(1>most inoortant) 
















It's a home 


1.60 


1.88 


1.6r 


1.83 


1 72 


? nT 


1 s 


It's a training program 


3.16 


3.15 


2.59 


2.57 


C.OO 


5 i?7 


c tint 


Support pr tjram for the resident's 


4.53 


4.33 


4.47 


4.47 


L A7 
*ff . Or 


L An 


7 1 


parents 
















It's a family 


1.72 


1.68 


2.62 


2.83 


2 02 


2 94 


1A 2** 


It's a transition to a less 


3.99 


3.9S 


3.64 


3.30 


7.73 


2.66 


9.5** 


restrictive setting 
















How careoerson oerceivea resident 
















A boarder 


1 LX 




n nv 


n Mt 


O.OX 


O.OX 


165.3* 


Friend 


11 3 
11.^ 


14 7 


J 1 .T 




46.9 


48.6 




Acquaintance 




0 0 


7 7 
r . r 


9 7 


0.0 


0.0 




Family member 


81 .7 


SO 0 


17 3 




25.0 


11.4 




Trainee 




1 5 


IS A 




25.0 


34.3 




Other 


2.8 


2.9 


7.7 


5 3 


3.1 


5.7 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 




1 

How res? dents oerceive themselves 
















An outsider 


0.0% 


0 ox 


1 0% 




3. IX 


O.OX 


131 .1* 


A boarder 


1 L 


u.u 


9 .0 


C.O 


0.0 


0.0 




Friend 


10 7 

It. r 


cU .o 




31 .0 


28.1 


57.1 




Acquaintance 


n n 


1.3 


X ft 
3.0 


y.c 


0.0 


8.6 




Roommate 


CO 


1 s 


17 T 


cO.D 


?8.1 


17.1 




Family member 


71 8 


72 1 


17 

1 r 


10 7 
It. f 


40.6 


8.6 




Trainee 


1 .4 


2 0 


3 lO 


CmO 


0.0 


2.9 




Other 




±i2. 


11 S 




fiiO 


5.7 




Total 


100.0 


100.0 


1QQ Q 


1 uu«u 


100.0 


100.0 




Who resident feels closest ^o 
















No one special 


2.8X 


O.OX 


3.8X 


4. ox 


6.5X 


O.OX 


179. 7»* 


Me or my spouse 


84.5 


80.9 


25.0 


20.0 


OQ n 
. u 


17 1 
1 f . 1 




One of my children 


4.2 


4.4 


0.0 


1.3 


0.0 


0.0 




Another member of my family 


2.8 


0.0 


3.8 


0.0 


0.0 


0.0 




Another resident here 


2.8 


1.5 


9.6 


16.0 


19.4 


11.4 




One of his/her relatives 


0.0 


7.4 


28.8 


25.3 


16.1 


28.6 




Another staff person 


0.0 


1.5 


9.6 


9.3 


25.8 


20.0 




Another person from outside home 


1.4 


1.5 


1.9 


9.3 


3.2 


8.6 




Other 


1.4 


0.0 


5.8 


5.3 


0.0 


2.9 




Don't know 


0.0 


Ll2 


11.5 


2*3 


0.0 


11.4 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





As reported by careperson. 
* p < .01 
** p < .001 



perceived residents as friends' or trainees." This pattern was fairly well reflected In a related ciuestion 
In which carepersons were asked how they believed residents perceived their own relationship with 
careproviders, although carepersons did not often report trainee' as the residents' perceived role. 
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Foster home residents were reported to feel "closest to" the foster parent (80%), to a foster parent's 
child or relative (6%), to another resident (2%), or to a meml>er of their own natural family (4%). Group 
home and ICF-MR residents were reported to feel closest to the careperson (about 25%), to one of 
his/her (the resident's) own relatives (about 15%) cr to another resident (about 25%). For about 10% 
of group home residents, the careperson did not feel that they knew who the resident felt closest to. 
ExpectatlonB and Preferences of Resldentt 

Table 4.21 lists the proportion of residents who are regularly expected to help with a variety 
of household tasks. Making the bed, setting the table, and cleaning the bedroom were expected of 
80-90% of group home residents and 60-80% residents in ICFs-MR and foster homes. In a special 
analysis that Included only ambulatory adults who could talk (recall that foster fiomes had relatively 
larger proportions of children and physically handicapped adults) the statistically significant differences 
(p < .05) In household tasks was maintained for laundry, taking out the trash, vacuuming, cooking or 
setting the table, buying groceries, and cleaning rooms other than the bedroom. Group home residents 
were most lii^ely, and foster home residents least likely to be expected to perform these tasks. Within 
each of the three facility types, residents In small homes were slightly more involved than residents of 
large homes. 

In an attempt to determine how well carepersons knew residents' personal preferences, they 
were asked if each resident had a favorite food, a disliked food, and a favorite possession. Of special 
interest were the proportions of careprovlders who did not know. Collapsing across size, group home 
staff were less likely than ICF-MR staff and foster parents to know If residents had specific dislikes 
among foods (16%, 12%, 6%; p < .05) or had favorite possessions (7% in group homes, 3% foster, and 
1 5% in ICFs-MR; p < .05). Combining types of facilities, thore were no significant differences between 
large (5 or 6 residents) versus small (4 or fewer residents). 
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Table 4.21 

Household Activities and Resident Preferences 



Foster Group ICF-HR 

1-4 5-6 1-4 5-6 1-4 5-6 















<N«35) 




Household tasks regularly expected 
















of resident 
















Laundry 


30. 9X 


30.2X 


82. 7X 


76.3X 


70. OX 


74. 3X 


69.7*** 


Takino out the trash 


3U. U 




7A A 


f f .0 


^7 7 

63. 3 


71 .4 


21 .6*** 


Vacuumi na. cLeanina 


Hc.O 


AI 1 

Hi 




Ol .6 


66.7 


74.3 


53.3*** 


Mowing the gcsHS 


11.8 


14.3 


19.2 


18.4 


20.0 


14.3 


2.2 


Hakins the bed 


75.0 


61.9 


96.2 


93.4 


86.7 


68.6 


35. 3*** 


nci|/ COOK or sex vaoie 




46.0 


90.4 


78.9 


73.3 


74.3 


52.6*** 


Do dinhas 




HOaU 


ro.y 


77 


66.7 


65.7 


23.3*** 


Buy arocericfi 


11 A 


ICO 


A.C< 5 


4c. 1 


36.7 


28.6 


56.4*** 


CiftSnilVl OUI1 rnnm 




01 .y 


94.2 


81 .6 


76.7 


71 .4 


18.5** 


Cleaning other parts of house 


36.8 


36.5 


76.9 


72.4 


63.3 


68.6 


40.4*** 


Knows of one 
















^7 1% 


1¥ 


71 3¥ 


it/, 


80 .OX 


54. 3X 


19.0* 


ReDOrtS that ther# mrm no fawnritAa 


OH..) 


OK A 


1 Q ? 

ly.c 


1^.3 


10.0 


31 .4 




Doean't know 


8.6 


9.5 


9.6 


21.1 


10.0 


14.3 




Careoeraon's reoort of resident's 
















disliked food 
















Knows one 


29.4X 


35. 5X 


32. 7X 


39. 5X 


50. ox 


41. 2X 


16.0 


Reports that there are none 


66.2 


56.5 


46.2 


48.7 


40.0 


44.1 




Doesn't know 


4.4 


8.1 


21.2 


11.8 


10.0 


14.7 




Cereoerson's reoort of resident's 
















favorite possession 
















Knows of one 


65. 2X 


78. 5X 


57.7X 


64. 5X 


87. IX 


79.4X 


16.2 


Reports that there are none 


30.4 


20.0 


32.7 


30.3 


12.9 


17.6 




Doesn't know 


4.3 


1.5 


9.6 


5.3 


0.0 


2.9 




* p < .05 
p < .01 
*** p < .001 

Family Contact 



Between 54% (fosier homes) and 81% (group homes) of residents were reported to have regular 
contact with a parent or relative. This difference, reported In Table 4.22 was accounted for by the fact 
that approximately 20% of foster home residents and 12% of ICF-MR residents had no known living 
relatives to have contact with. About 30% of foster heme residents' relatives and 50% of group home 
residents' relatives lived within one hours drive. Residents were equally likely to visit with relatives at 
the relative's home as at their own. Among residents who had living relatives, staff reported that 30% 
to 60% would like more contact, others were sati^ified, and practically none wanted less. 
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Table 4.22 

Residents' Involvement with Family and Relatives 



Charact ^istic 



Regular contact with 

Mother 

Father 

Siblings 

Other or not specified 

Total one or more 

Has no known living relative 

Distance from parents or closest 

relatives 

More than 2 hours 

One to two hours 

Less than 1 hour 

Less than M hour 

Total with known relatives 

How often resident visits at relative's 
homes 

Once per year 

Several times/year 

Once per month 

More than once/month 

Total who visit at relatives 

How often relatives visit at resident's 
home 

Once per year 

Several times/year 

Once per month 

More than once/month 

Total whosr relatives visit 

Resident's feeling about Quantity of 
contacf * 

Would like more 
would like less 
Is satisfied 



1-4 
(N«70) 



Foster 



38,3% 
0.0 
61.7 



Includes only residents with families. 
*• p < .01 
*** p < .001 



5-6 
(N»68) 



1-4 
(N«52) 



Croup 



5-6 



1-4 
(N=31) 



5-6 
<M=35) 



24.3% 


33. 8X 


46.2X 


45. 5X 


38.7% 


48.6% 


11.0 


20.0 


27.9 


30.8 


28.6 


29.0 


31.4 


2.6 


22.9 


26.5 


53.8 


37.7 


45.2 


28.6 


17.2' 


2L4 


17.6 


l£i2 


24.7 


16.1 


34J 


5.0 


54.3 


61.3 


80.8 


79.2 


71.0 


74.3 


16.5' 


(23.2) 


(19.4) 


(3.B) 


(6.5) 


(16.1) 


(8.6) 





26.1% 


23. 9X 


19.2X 


«'>"v.7% 


12.9% 


17.1% 


18.8 


25.4 


21.2 


:,^.5 


29.0 


25.7 


21.7 


22.4 


36.5 


24.7 


32.3 


31.4 


10.1 




19.2 


11.7 


9.7 


17.1 


76.8 


80.6 


96.2 


93.5 


83.9 


91.4 



36.4% 

2.3 
61.4 



58.3% 

0.0 
41.7 



53.7% 

1.5 
44.8 



57.7% 
0.0 
42.3 



27.2 



11.6% 


14.7% 


1.9% 


13.2% 


16.1% 


5.7% 


18.8 


8.8 


36.5 


25.0 


35.5 


28.6 


4.3 


4.4 


7.7 


14.5 


6.S 


5.7 


Li 
42.0 


LI 
30.9 


lid 
65.4 


IZJ 
69.7 


9.7 
67.7 


22.9 
62.9 



57.2*** 



10.1% 


14.9% 


13.5% 


17.1% 


6.5% 


14.3% 


17.4 


14.9 


36.5 


25.0 


25.8 


28.6 


2.9 


6.0 


9.6 


10.5 


i.5 


5.7 


2.9 


6Jl 


LB 


9.2 


6.5 


11.4 


33.3 


41. S 


63.5 


61.8 


45.2 


60.0 



27.6 



51.7% 
6.9 
41.4 



15.8 



Staff and foster parents reported that for one third of residents tfiey felt that more should be 
done to Involve natural familios in the lives of residents. In small group homes, staff thought increased 
communication with the home would help. Large group home and ICF-MR staff thought that 'making 
It easier to visit" would help. Foster parems did not have specific suggestions. 
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Regarding residents who staff felt would like more family contact than they had at the time 
(49% of all residents), 20% thought that families' 'busy (Ives* were a factor; 19% attributed transportation 
or distance as a factor. 15% lack of interest, and for 13% of these residents (6% of all residents) the 
characteristics or behavior of the residents themselves were believed to limit family contact. 
Relatlomhlpt 

A section of the questionnaire assessed residents' friendships (see Table 4.23) after work by 
Weiss (1974). Foster home residents were least often reported to have a personal friend, defined as 
someone other than relatives or staff that the resident looked forward to spending time with, although 
the differences among types and size of facility were not statistically significant. Overall, about 60% of 
residents had at least one friend. About half of all residents were reported to be satisfied with the 
number of friends they had, between 10% and 40% of residents wanted more friends; almost no one 
wanted fewer. It is difficult to understand why respondents reported that 20-30% of residents were 
■satisiied* with having no friends, other than the friendship that might be provided in their relationship 
with careproviders. The differences among facilities were not statistically significant, nor were there 
statistically significant differences among adults who had various levels of retardation, although the 
proportions were 50% of residents with profound retardation compared to 20-30% of other residents. 
There was a difference between adults who could talk (19% satisfied with no friends) and those who 
could not (50%) (X^ (3) = 19.8; p < .001). 

About half of all residents were reported to have a particular person to whom they went for help 
or advice-usually the foster parent, staff or relatives, and in the case of foster homes sometimes other 
foster family members. Less than one fourth of residents had anyone who depended upon them for 
help or advice. If they did, it was usually another resident at home or at a day program who was 
handicapped. Slightly less i,,an half of residents belonged to a group that got together regularly and 
by which he or she "would be missed' if did not show up. 
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Table 4.23 
Residents' Friendships 





Fofiiter 


GrouD 


ICF 


-MR 






1-4 


5-6 


1-H 




1-4 


5-6 

J W 






<N«66) 


(N=57) 


(N*49) 










Nunber of oersonal friends 
















one 




10. 5X 


4 O 

lO.cX 


1 r .bX 


13. 3X 


8.8X 


17.9 


Tyn 

1 W%J 


13.6 


Ih.O 


6. 1 


Iv. 1 


1^ 7 


17 A 






1U.6 


If .5 




IT 
1 r .O 


?0 0 








*0 T 


1c»J 


on A 


1 i »o 


^ 7 


21 5 






CO 1 


c/ / 


ill 9 


66.2 


56 7 


73 5 
f «p«3 




Fee Li no ehr^tit uuentftv of friends 
















Uould like more 


9.8X 


16. IX 


29. 2X 


34. 8X 


40. ox 


25. 8X 


24.7 


Uould like less 


0.0 


0.0 


0.0 


1 .4 


0.0 


0.0 






•^^ T 
O . f 


EC / 


AT tl 




AO 0 


O 1 . J 




A* vail Of ICQ tviin nuiic 




Zo.o 


2f • 1 


01 7 

CI . r 


PO 0 


1? 0 




^liyUpV VO PnlUIII rvSiaviiv sued TUT 
















iw^icft OP Quiddnce 


















26. 5X 


33. 3X 


33. 3X 


38. 2X 


CC . W^ 


44 IX 


32 5* 


Careperson's family 


11.8 


7.9 


2.0 


0.0 


6.5 


0.0 




Another resident or friend 


1 .D 


n o 




0 A 


0.0 


8.8 




w%f ICI 


C 0 


0 i« 




T O 

UZ 


16 1 


2 9 




To^el Mho sAftk jwih/fpA 

■ wbv% miw ocvK OMV 1 v« 








/ O 7 

HO. r 


45.2 


55 9 




Aovnn* uhn H^*^nHa on PAciH^inf fop 
















advicfi OP helD 

BViv i WI |iV*W 
















Steff or foster oerent 

^ WCI II WI IWVVvl ' ^1 ■ * 


0 01 






P 71 


6.5X 


8 Bl 


21.8 


Another resident or friend 

nt VW Wllvl lw>9t 1 1 W W 1 III WI M 


4.4 


11.5 


13.7 


16.2 


16.1 


17.6 




Friend at day programs 


8.8 


6.6 


7.8 


2.7 


6.5 


0.0 




Other 


3 0 


T X 
J.J 


U.U 




fl^ 


0.0 




Total irito give help 


16.2 


24.6 


23.5 


23.0 


7Q 0 

b7 . W 


26 5 




Part of a arouD that gets together 
















regularly who would miss resident 
















Social group or club 




4.9% 


16.0X 


3.9X 


9.7X 


14. 7X 


3.9 


Recreation group 


13.4 


13.1 


12.0 


11.8 


16.1 


11.8 




Church group 


23.9 


18.0 


8.0 


19.7 


19.4 


11.8 




Day program 


16.4 


9.8 


8.0 


9.2 


3.2 


5.9 




Other 


Lfl 


3.3 


8.0 


L2 


19.4 


8.8 




Total 1 or more 


44.8 


45.9 


38.0 


47.4 


58.1 


38.2 




How well resident gets along with 
other residents at home^ 






























Very well 


59.3X 


52. 4X 


33. 3X 


35. 5X 


45. 2X 


47.1X 


23.6 


Fairly well 


25.9 


20.6 


31.4 


27.6 


38.7 


29.4 




It varies 


11.1 


23.8 


25.5 


31.6 


12.9 


11.8 




Poorly 


3.7 


3.2 


9.8 


5.3 


3.2 


11.8 





Excludes residents in one resident homes 

* p < .05 
*• p < .001 
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Table 4.24. which Includes only those 62% of sample members who were reported to have at 
least one friend other than staff or ^amlly, summarizes more detailed information about the characteristics 
of each resident's 'best' friend. For 20% of residents wHh friends, their best friend was their only friend. 
In all types of residences, most contact between friends was mutually initiated (i.e. sometimes by one 
resident, sometimes by another). Fifteen percent of residents usually took the Initiative themselves, and 
for 15% of residents the friend took the initiative. A total of 70% of contacts were initiated by the 
resident, his or her friend, or both. In group homes, where residents tended to be less severely 
handicap- ' than residents in foster homes or tCFs-MR, careproviders alone were relatively less likely 
to initiate u.jntacts between residents and their friends pc^ (5) = 14.0; p < .05). 

Most residents' best friends were other (handicapped) residents at home or at a day program, 
although 10% (large ICF-MR) to 35% (large group home) were reported to have the foster parent or staff 
person as a best friend.^ Very few residents (6 of 144 with a friend other than staff or family) had a 
'best friend' who was not staff or a peer at home or at work. Most best friends were the same age 
(t 10 years) as residents; about 20% were older and 20% were younger. Most best friends were the 
same gender as residents (61% for males; 69% for females), and mt st best friends (with the exception 
of those in small foster homes and large group homes where st&ff were often residents' best friends) 
had handicaps. Friendships In foster homes tended to be of longer duration (more than 40% of best 
friends having met more than 5 years ago) than In other types of facilities. Because most best friends 
lived or worked together, they saw each other daily or on weekdays. Twenty-six percent of best friends 
were reported to see each other weekly or monthly, and 4% less than once per month. Activities varied, 
but were not significantly different among facility types. 



Mn order to be asked these questions a resident must have had at least one friend who was not 
a relative or staff person. Given this prerequisite, his/her best friend may have been reported to be a 
staff person. 
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Table 4.24 

Relationship with FrierKis Among Residents Who Have Friends 



Foster Group ICF-HR 

Relationship 1-4 5-6 1-4 5-6 1-4 5-6 

<Ns36) {N>30) (N-30) (N»46) (Ns16) (N=25) 



How resident .usually keeps in contact 
with friend? 



Resident (only) {nit fates 


8.3X 


6.7X 


23. 3X 


23. 9X 


6.3X 


12. OX 


8.6 


Friend(s) (only) initiates 


19.4 


3.3 


20.0 


15.2 


18.8 


12.0 


4.8 


They both initiate contact 


38.; 


56.7 


30.0 


43.5 


31.3 


36.0 


5.6 


Careprovider (only) initiates 


22.2 


32.3 


12.9 


6.5 


41.2 


24.0 


14.0* 


Careprovider and residents initote 


25.0 


9.7 


9.7 


30.4 


0.0 


20.0 


12.6* 


other 


16.7 


10.0 


16.7 


17.4 


0.0 


20.0 


4.3 


Best friend 
















Another resident 


37. OX 


40. OX 


46. 4X 


44. 8X 


20. OX 


50. OX 


21.2 


A day prosrani peer 


29.6 


36.0 


28.6 


20.7 


60.0 


35.0 




Staff person at res/day 


29.6 


20.0 


17.9 


34.5 


13.3 


10.0 




A volunteer 


0.0 


0.0 


7.1 


0.0 


6.7 


5.0 




A social contact 


3.7 


4.0 


0.0 


0.0 


0.0 


0.0 




Same age as resident 


61. 8X 


60. OX 


64. OX 


52. 8X 


70. OX 


66. 7X 


14.9 


Ten years older than res. 


26.5 


25.0 


16.0 


8.3 


30.0 


14.3 




Ten years younger than res. 


11.8 


15.0 


20.0 


38.9 


0.0 


19.0 




;iaine gender as resident 
















Hale residents 


61. IX 


71. 4X 


70. 6X 


50. OX 


O.OX 


69. 2X 


8.9 


Fetnale residents 


88.2 


85.7 


75.0 


63.3 


45. S 


V.5 


11.9* 


Has a handicap 


42.9X 


74. IX 


73. 3X 


43. 9X 


80. OX 


76. 2X 


18.0** 


How long been friends 
















0-2 years 


19. 4X 


26. IX 


29. 6X 


45. 9X 


14.3X 


36. 8X 


18.6* 


3-5 years 


32.3 


34.8 


40.7 


35.1 


71.4 


*7.4 




6 or more years 


48.4 


39.1 


29,6 


18.9 


14.3 


15.8 




How often they see each other^ 
















Less than inonthly 


8.6X 


4. OX 


O.OX 


O.OX 


7.1X 


4.8X 


19.5 


Monthly 


17.1 


12.0 


28.6 


28.9 


14.3 


4.8 




Weekly 


5.7 


8.0 


7.1 


7.9 


7.1 


4.8 




Several times per week 


17.1 


16.0 


10.7 


7.9 


21.4 


19.0 




Weekday's 


14.3 


28.0 


14.3 


23.7 


21.4 


38.1 




Daily 


37.1 


32.0 


39.3 


31.6 


28.6 


28.6 





Activities together 



Various recreation 


38. 2X 


32. OX 


37. OX 


S7.8X 


14.3X 


19. OX 


5.1 


Dates/social activity 


8.8 


20.0 


25.9 


13.5 


42.9 


14.3 


9.5 


Church 


5.9 


12.0 


3.7 


8.1 


0.0 


4.8 


2.9 


Movies 


11.8 


12.0 


14.8 


13.5 


7.1 


23.8 


2.5 


Visit, talk, "hang out" 


50.0 


48.0 


44.4 


51.4 


71.4 


42.9 


3.4 


WaU:s. rides 


?3.5 


24.0 


3.7 


13.5 


21.4 


9.5 


6.9 


Out xo eat 


11.8 


12.0 


11.1 


24.3 


28.6 


28.6 


5.9 


Cards, games 


11.8 


4.0 


3.7 


5.4 


7.1 


4.8 


2.4 



More than one response may be indicated. 
* p < .05 
** p < .01 
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Although many areas of this study found similarities among residents of the different types of 
small facilities, question? about neighborhood integration, reported in Table 4.25, identified a number 
of statistically significant differences between the smaller homes-especially foster homes-and the larger 
homes. The proportion of residents who had met at least one family in tlie neightx)rhood ranged from 
a low of 60% in large group homes to a high of 87% In small foster homes. One third of small foster 
home residents had met 'many' neighbors compared to less than 10% of those in group homes. Small 
facilities of every kind seemed to exceed large ones In this regard. 



Table 4.25 
Neighbors 



1-4 



Foster 



5-6 



1-4 



Group 



5-6 



1-4 



ICF-MR 



5-6 





(N>69) 


<N«64) 


<N«51) 


<N«77) 


<N=31) 


<N=35) 




Now manv neighbor familfes has 

resident met 

One 

Several 
Many 

Total one or more 


4.3X 
49. 3 
33,3 
oT.O 


13. 6X 
42.4 
22.7 
78.8 


17. 3X 
3((.5 

63.4 


27.3X 
31.2 

LI 
59.7 


16. IX 
54.8 

80.6 


14. 3X 
37.1 
2.9 
54.3 


66.9** 


Resident invited to neiahbors' homes 

Rarely 

Sometimes 

Often 

Total 


10.1X 
27.5 
13.0 
50.7 


12.3X 
12.3 

29.2 


15. 7X 
7.8 

M 

23.5 


14.3X 
10.4 
0.0 
24.7 


13. 3X 
10.0 
0.0 
23.3 


8.8X 
5.9 
0.0 
14.7 


44.7** 


Residents Invited to neighbors without 
caretaker 


24. 6X 


9.2X 


11. 8X 


7.8X 


16.6X 


2.5X 


6.8 


How do neighbors respond to resident 
Hostile or annoyed 
Avoidance • 
Neutral or friendly^ 

Warin/accepting 
Other 


2.9% 
5.8 

49.3 

39.1 
2.9 


O.OX 
12.5 
60.9 
25.0 

1.6 


7.8X 
19.6 
60.8 
5.9 
5.9 


2.6X 
22.1 
55.8 

9.1 
10.4 


O.OX 
19.4 
67.7 
12.9 

0.0 


2.9X 
25.7 
57.1 
8.6 
5.7 


54.6** 


How do stranoers respond to resident 
Hosti le or annoyed 
Avoidance • 
Neutral or friendly^ 

Warm & accepting 
Other 


O.OX 
5.8 
71.0 
21.7 
1.4 


O.OX 
16.7 
63.6 
18.2 

1.5 


1.9X 
19.2 
73.1 
0.0 
5.8 


O.OX 
22.1 
64.9 
5.2 
7.8 


O.OX 
22.6 
71.0 
6.5 
0.0 


O.OX 
20.0 
6S.7 
14.3 

0.0 


40.7* 


Particularlv oositfve neighborhood 

incidents 
Particularly negative neiahborhood 


26.9X 
7.2X 


20. 6X 
4.6X 


15.4X 
26.9X 


16.9X 
13.0X 


19.4X 
3.2X 


22. 9X 
11. 4X 


3.2 
19.0* 



tncldants 



1 



P < 
P < 



.01 
.0001 



The same as they respond to caretaker. 
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Foster home residents, especially those In small homes, were also more likely than other facility 
residents to have been invited into neighbor's homes (51 %) and were invited more often. One out of 
four small foster home residents visited neighbors without the foster parent present, compared to 
approximately 10% of other groups. 

Careproviders reported that most residents were usually responded to by neighbors in a neutral 
or friendly manner (5B%). Between 25% and 39% of foster home residents were said to be treated 
usually in a warm and accepting manner as compared to about 10% of group home and ICF-MR 
residents. About 10% of foster home and 20% of group home residents were reported to be ."^voided. 
Very few respondents felt the primary reaction to sample members was hostility or annoyance. These 
patterns were similar as far as strangers in the community were concerned, except that strangers were 
more likely to be neutral rather than "warm." There were no statistically significant differences betwejn 
reactions to children and adults. 

It was reported that 20% of residents had experienced seme particularly positive incidents in the 
nelghlwrhood, compared to only 11% who had experienced any particularly negative incident. 
Part''*ularly negative incidents were more likely to be reported for residents of group homes than of 
foster homes (p < .01). 
Leisure Activities 

Table 4.26 lists twenty-eight leisure activities and the general frequency of participation by 
sample members. Group home and ICF-MR residents more often wrote letters, went to movies, went 
shopping, engaged in sports, went for walks, to bars, dances, dates and hair stylists. Foster home 
residents more often went to church. The much greater tendency for rural living among foster care 
residents may in part be related to their lower utilization of some activities. But, in general, for most 
activities the differences among the residents of different types of facilities in their participation in various 
leisure activities were not statistically significant. However, considerable attention should be given to 
the proportions of residents In all types of community facilities who were reported to 'practically never* 
participate In the basic leisure activities of the society (e.g., engaging in hobbies, visiting friends. 



120 

141 



attending a sporting event). The statistics gathered suggest that for many individuais, participation in 
typical leisure activities may be considerably less frequent than might be desired, although as will be 
noted in Chapter 6, not necessarily less frequent than the average for the society as a whole. 

Table 4.26 

Frequency That Resident Engageti In Various Leisure Activities 



Act { V i ty/ f r equency 



foster 



1-4 
(N>60) 



5-6 
(N«56> 



1-4 
(N>48) 



Group 



ICF'HR 



5-6 
(H»76> 



1-4 
(H»27) 



5-6 
(N»33) 



Yard/garden work 
Practically never 
Sometimes 

Ueekly or more often 
Hobby 

Practically never 
Sometimes 

Ueekly or more often 

Radio, racords 
Practically never 
sometimes 

Ueekly or more often 

Television 
Practically never 
Sometimes 

Ueekly or more often 

Urite tetter s (w. heto^ 
Practically never 
Sometimes 

Weekly or more often 
Movies 

Practically never 
sometimes 

Weekly or more often 

Meets/clubs/coinnunity ctr. 
Practically never 
Sometimes 

Weekly or more often 
Shoos 

Practically never 
Sometimes 

Weekly or more often 
Swims 

Practically never 
Sometimes 

Weekly or more often 



33. 3X 

36.7 

30.0 



40. 7X 

32.2 

27.1 



10. 9X 

21.9 

67.2 



4.8X 
6.3 
88.9 



78. 3X 
21.7 
0.0 



45. OX 
50.0 
5.0 



62.1:; 

19.0 
19.0 



24. 6X 

54.4 

21.1 



36. IX 

39.3 

24.6 



50.0X 

28.6 

21.4 



56. 6X 

28.3 

15.1 



13.6X 

22.0 

64.4 



8. IX 
9.7 
82.3 



70. 4X 
25.9 
3.7 



38. 6X 
56.1 
5.3 



50. 9X 

27.3 

21.8 



24. 6X 

31.6 

43.9 



42.9X 

42.9 

14.3 



56. 3X 

31.3 

12.5 



49. OX 

28.6 

22.4 



12. OX 

22.0 

66.0 



6. OX 
14.0 
80.0 



73. 5X 
24.5 
2.0 



24. 5X 

61.2 

14.3 



53. IX 

22.4 

24.5 



6.1X 
36.7 
57.1 



38. OX 

40.0 

22.0 



42. IX 

34.2 

23.7 



33. 8X 

39.4 

26.8 



12. OX 

20.0 

68.0 



7.8X 
14.3 
77.9 



59. 5X 
31.1 
9.5 



17.3X 
76.0 
6.7 



44. 4X 

27.8 

27.8 



9.5X 
50.0 
40.5 



37. OX 

39.7 

23.3 



48. IX 
48.1 
3.7 



29. 6X 

22.2 

48.1 



3.4X 
10.3 
86.2 



O.OX 
13.8 
86.2 



70. 4X 
29.6 
0.0 



6.9X 
82.8 
10.3 



26.9X 

50.0 

23.1 



14. 8X 

51.9 

33.3 



37.9X 

41.4 

20.7 



42.4X 
48.5 
9.1 



42.4X 

24.2 

33.3 



11. 8X 

11.8 

76.5 



17.6X 

11.8 

70.6 



81 .8X 
6.1 
12.1 



12. IX 
84.8 
3.0 



33. 3X 

33.3 

33.3 



21. 2X 

33.3 

45.5 



17.6X 

55.9 

26.5 



18.3 



16.6 



6.6 



11.6 



21.2* 



32.9*** 



16.3 



25.7** 



7.9 



(table continues) 
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Act { vi ty/ f requency 



1-4 
(N>60) 



Foster 



5-6 
<M«56) 



ICF-HR 



1-4 
(Ns48) 



5-6 
<M«76) 



1-4 
<N«27) 



5-6 
<N»33) 



Bowls/SDorts 
Practically mver 
Sometimes 

Ueelcly or more often 

Cards/games 
Practically never 
Sometimes 

Weekly or more often 

Takes rides 
Practically never 
Sometimes 

Ueekly or more often 

Visits friefxis 
Practically never 
Sometimes 

Ueekly or more often 

Entertains friends 
Practically never 
Sometimes 

Ueekly c>- more often 

Sewi . crochets, hnits 
Practically never 
Sometimeii 

Ueekly or more often 
Reads 

Practically never 
Sometimes 

Ueekly or more often 

Goes to Library 
Practically never 
Sometimes 

Usekly or more often 

Goes to park 
Practically never 
Sometimes 

Ueekly or more often 

Gees for walk 
Practically never 
Sometimes 

Ueekly or more often 

Activj physical exercise 
Practically never 
Sometimes 

Ueekly or more often 



46. 6X 

37.9 

15.5 



41. 4X 

37.9 

20.7 



11. IX 

34.9 

54.0 



36. 7X 

28.3 

35.0 



54. 4X 

33.3 

12.3 



92. 9X 
5.4 
1.8 



73. 7X 

10.5 

15.8 



73. 7X 
19.3 
7.0 



16.9X 

72.9 

10.2 



32.8 
50.0 



20. OX 

28.3 

51.7 



40. 4X 

38.5 

21.2 



55. IX 

22.4 

22.4 



5. OX 
31.7 
63.3 



37. 7X 

35.8 

26.4 



6«.3X 



84. 9X 
11.3 
3.8 



61. 8X 

18.2 

20.0 



81. IX 
17.0 
1.9 



22. 8X 

64.9 

12.3 



17.2X 

41.4 

41.4 



19.0X 

25.9 

55.2 



40. OX 

30.0 

30.0 



46. OX 

40.0 

14.0 



4. OX 
24.0 
72.0 



45. 8X 

29.2 

25.0 



60.0X 
S2.0 
8.0 



84. OX 
6,0 
10.0 



63. 3X 

14.3 

22.4 



66.0X 
26.0 
8.0 



16.0X 

62.0 

22.0 



12. OX 

22.0 

66.0 



16. OX 

34.0 

50.0 



21. 6X 

41.9 

36.5 



28. 8X 

47.9 

23.3 



4. OX 
34.7 
61.3 



39.7X 

42.5 

17.8 



59.7X 
34.7 
5.6 



84. 5X 
12.7 
2.8 



51. 4X 

18.1 

30.6 



54. 8X 

31.5 

13.7 



10. 8X 

66.2 

23.0 



6.6X 
38.2 
55.3 



9. IX 
31.2 
59.7 



14. 3X 

50.0 
35.7 



42. 3X 

34.6 

23.1 



O.OX 
25.9 
74.1 



22. 2X 

59.3 

18.5 



25. 9X 

63.0 

11.1 



77. 8X 

11.1 

11.1 



48.1X 

29.6 

22.2 



50. OX 
42.3 
7.7 



7.1X 
82.1 
10.7 



11. IX 

66.7 

22.2 



11. IX 

22.0 

66.7 



15. 2X 

48.S 

36.4 



39. 4X 

27.3 

33.3 



2.9X 
23.5 
73.5 



24. 2X 

42.4 

33.3 



54. 5X 

30.3 

15.2 



90. 9X 
9.1 
0.0 



81 .8X 
9.1 
9.1 



55. 9X 
35.3 
8.8 



O.OX 
76.5 
23. S 



O.OX 
47.1 
52.9 



3. IX 
18.8 
78.1 



24.4** 



15.1 



11.1 



15.6 



15.7 



12.3 



17.1 



17.6 



17.9 



27.4** 



12.9 



Goes to restaurant 
Practically never 
SometiiMS 

Ueekly or more often 



15. 5X 

56.9 

27.6 



12. IX 
53.4 

34.5 
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O.OX 
57.1 
42.9 



12. 2X 

50.0 

37.8 



7.7X 
61.5 
30.8 



2.9X 
55.9 
41.2 



12.6 



(table continues) 
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Activity/frequency 



1-4 



5-6 
(N»56) 



1-4 
(Ns48) 



5-6 
(N=76) 



1-4 
(N=27) 



5-6 



Goea to tavern or bar 
Practically never 
Sometimes 

Weekly or more often 



Attends rellgfeus service 
Practically never 
Sometimes 

Weekly or mere often 



Goes to sporting event 
Practically never 
Sometimes 

Weekly or mure often 



Attends a party or dance 
Practically never 
Sometimes 

Weekly or more often 

Goes on a date 
Practically never 
Sometimes 

Weekly or more often 

Barbershop or beauty salon 
Practically never 
Sometimes 

Weekly or more often 

Field trip 
Practically never 
Sometimes 

Weekly or more often 



92.9% 
3.6 
3.6 



16.4X 

23.0 

60.7 



38.6X 
57.9 
3.5 



27.1% 
69.5 
3.4 



94. 6X 
5.4 
0.0 



14.5X 
83.9 
1.6 



15.3X 

74.6 

10.2 



94. 4X 
3.7 
1.9 



26. 8X 
28.6 
44.6 



35. 7X 
57.1 
7.1 



31. 5X 
64.8 
3.7 



90. 7X 
9.3 
0.0 



37.3S 
59.3 
3.4 



12.3X 
82.5 
5.3 



78. OX 
22.0 
0.0 



40. OX 
28.0 
32.0 



30. 6X 
65.3 
4.1 



14. OX 
78.0 
8.0 



82. OX 
18.0 
0.0 



14. OX 
82.0 
4.0 



26. 5X 
67.3 
6.1 



81. 9X 
11.1 
1.7 



41. 3X 

16.0 

42.7 



34. 2X 

53.4 

12.3 



17. 3X 

66.7 

16.0 



72. 2X 
26.4 
1.4 



12. 3X 
79.5 
8.2 



12. 5X 

76.4 

11.1 



85. 2X 
11.1 
3.7 



25. OX 

32.1 

42.9 



7. IX 
85.7 
7.1 



O.OX 
80.8 
19.2 



80. 8X 
19.2 
0.0 



7.7X 
92.3 
0.0 



7.7X 
76.9 
15.4 



72. 7X 
27.3 
0.0 



41 .2X 

29.4 

29.4 



24. 2X 
69.7 
6.1 



9.4X 
84.4 
6.3 



72. 7X 
21.2 
6.1 



23. 5X 
76.5 
0.0 



5.9X 
79.4 
14.7 



25.4** 



20.6* 



16.0 



26.8** 



23.7** 



26.6** 



12.6 



* p < .05 
** p < .01 
*** p < .001 

Table 4.27 shows that approximately 80% of all residents were reported to usually need 
supervision for leisure activities outside the home. This supervision was reported to be usually provided 
by a careperson, but for foster home residents also by day program staff. For most leisure activities 
residents usually went with several other residents (38%) or with all other residents as a group (35%). 
About 10% of residents usually were accompanied by a careprovider alone; 13-15% of foster home 
residents compared to less than half as many residents in other facilities usually went with friends from 
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outside the home, and 5% of small foster home residents were reported to usually go with their own 
families or relatives. 



Table 4.27 

Supervision and Accompaniment for Leisure Activities 





Foster 


Grou3 


ICF- 


■MR 








JO 


1 -L 


3 O 


1-4 


5-6 














(Na28) 






Does resident usually need supervision 
















for outside leisure activities 
















By csreperson 






r u.OA 


oy . r A 


75. OX 


76. 5X 


42.9** 


Bv dsv DroorM 


15.2 


4.8 


2.0 


2.6 


0.0 


0.0 




By recreation program 


1.5 


6.5 


2.0 


5.3 


3.6 


0.0 




Other or yes but not specified 




0 7 


^ 0 


1 » J 


3.6 


11.8 




Total 






7A A 


7A O 


82.1 


88.2 




Who usually loins resident in outside 
















leisure activities 
















Alone 


7 SIC 


1 fA 


S QIC 


A SIC 


O.OX 


O.OX 


65.7*** 


With several other residents 




X7 1 
Jr . 1 


TS T 


AO A 

•»y .«» 


22.6 


62.9 




Uith all residents as a arouo 


28.4 


35.5 


39.2 


37.7 


54.8 


20.0 




Uith careprovider alone 


13.4 


11.3 


11.8 


1.3 


19.4 


8.6 




Uith outside friends 


14.9 


12.9 


2.0 


2.6 


0.0 


5.7 




Uith own family/relatives 


4.5 


0.0 


3.9 


2.6 


0.0 


2.9 




Other 


7.5 


1.6 


2.0 


0.0 


3.2 


0.0 




Residents who have regular social 


55. IX 


59. 4X 


48. OX 


41. IX 


22. 6X 


45. 7X 


14.2* 


contact with non-handicaj^ped people 
















other than staff lt family 
















Transportation used for leisure activit 
















None needed 


o.ox 


O.OX 


1.9X 


1.3X 


O.OX 


O.OX 


3.2 


Ualks 


22.1 


17.2 


28.8 


28.6 


25.8 


42.9 


8.7 


Car/van from residence 


92.6 


89.1 


100.0 


88.3 


93.5 


100.0 


10.7 


Special van from other agency 


23.5 


35.9 


9.6 


18.2 


12.9 


0.0 


24.8*** 


Public transport 


17.6 


9.4 


5.8 


10.4 


16.1 


17.1 


5.8 


Other 


5.9 


0.0 


1.9 


5.2 


0.0 


2.9 


6.2 



* p < .05 
** p < .01 
*** p < .001 

Slightly less than half of all residents, most often foster home residents, were reported to have 
regular social contact with non-handicapped people other than staff or family. One third of residents 
had this contact in church, 22% through family, friends, and present or former staff, 12% through 
neighbors, and 16% through leisure activities and outings. Virtually all facilities had a car or van used 
for transportaticn for leisure activities; residents also walked, used public transportation, and especially 
in foster homes used special transportation provided by another agency (X^ (5) - 24.8; p < .0001). 
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Carepersons were asked about their impression of the amourrt of free time fe«ide/£*;s had at 
home. As shown in Table 4.28, most (84%) thought the amount of tree time v/as aS:x)ut right, while a 
few thought there was too little free time, and 13% thought there was too much. Carepersons in group 
homes and ICFs-MR were more likely than foster parents (X^ (5) = 18.3; p < .01) to report that there 
were additional leisure activities that resident would like to do. For these 31% of all residents, ranging 
from 18% In large foster homes to 46% In large group homes, the most common problem was that the 
resident lacked money or that activity was not available. Twenty-one percent of the residents thought 
to be desiring additional activities (i.e., 7% of all residents) were limited In participation because they 
lacked someone to accompany him or her. This was most often considered a problem In group homes 
and large ICFs-MR (X^ (5) = 14.1; p < .05). 

Table 4.28 



Amount of Free Time 





Foster 


GrouD 


ICF 


-MR 






1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






<N=66) 


<N«62) 


<N«51) 


<N=76) 


(N=28) 


<N=34) 




Careorovlders imoression about 
















residents' free time at home 
















Too Uttle 


3. OX 


3.2X 


5.8X 


S.3X 


3.2X 


O.OX 


9.2 


About right 


84.8 


85.7 


71.2 


85.3 


87.1 


88.6 




Too IMiCh 


12.1 


11.1 


23.1 


9.3 


9.7 


11.4 




Residents who would like more 


22. 4X 


18.3X 


25. OX 


45. 8X 


45. 2X 


35. 3X 


18.3** 


activities 
















For residents who would lilce to do 
















more, what prevents these activities 
















Resident lacks transportation 


6.7X 


O.OX 


16. 7X 


21 .2X 


21 .AX 


25. OX 


3.9 


Resident lacks money 


26.7 


11.1 


33.3 


27.3 


42.9 


16.7 


3.8 


Activity not available 


53.3 


11.1 


41.7 


6.1 


21.4 


41.7 


17.2** 


Lack of skill 


6.7 


33.3 


8.3 


15.2 


28.6 


0.0 


7.9 


Lack of time 


20.0 


11.1 


8.3 


30.3 


7.1 


25.0 


5.3 


Distance 


13.3 


0.0 


16.7 


12.1 


0.0 


33.3 


8.2 


Problem l;}ehavior 


6.7 


11.1 


16.7 


21.2 


14.3 


25.0 


2.4 


No one to accompany res. 


0.0 


11.1 


33.3 


30.3 


0.0 


41.7 


14.1* 


Other 


20.0 


11.1 


8.3 


24.2 


21.4 


16.7 


1.9 



* p < .05 
** p < .01 

Individual HabllHatlon Plans 



Tables 4 29 and 4.30 present Information about residents' individual habilitation plans. In the 
area of self care skills (eating, dressing, bathing and toileting) there were no statistically significant 
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differences among facility types with regard to th& proportions of residents who had specific goals, how 
they were being taught, or what added steps staff thought should be taken to attain them. Twenty- 
three percent of residents had informal self-care goals; 49% formal goals that were part of a written plan. 
For residents with goals, 87% received special training at home; 44% at their day program. For 28% 
of residents with self care goals, respondents thought that more could be done to teach self care-13% 
thought the day program should do more: 10% felt that they would benefit rrom a special consultation 
from an expert regarding this specific resident. 

Table 4.29 
Resident Goals in Self -Care Skills 



Foster Group ICF-HR 

1-4 5-6 1-4 5-6 1-4 5-6 X' 





<N=66) 


<Nx59) 


<Ns52) 


<N=76> 


<N=31> 


<N=35> 




Is learning self-care skills a goal 
for this resident 






























Yes, an Informal goal 


30. 3X 


(3.6X 


28. 8X 


21. IX 


22. 6X 


22. 9X 


10.9 


Yes, part of a written plan 


39.4 


49.2 


48.1 


51.3 


51.6 


60.0 




Total 


69.7 


62.7 


76.9 


72.4 


74.2 


82.9 




For residents with self-care Qoals. 
what is being done?* 






























Special training at residence 


74. 5X 


92. 5X 


92. 3X 


87. OX 


90. 9X 


92. 9X 


9.9 


Special training at day prog. 


57.4 


50.0 


38.5 


31.5 


45.5 


46.4 


8.0 


Nothing special at home or day prog. 


4.3 


2.5 


5.1 


3.7 


4.5 


0.0 


1.6 


For residents with self -care goals. 
















what added steos coulc) be taken to 
















teach self -care* 
















More training at day proq. 


15. 6X 


12. 5X 


10. OX 


13. 2X 


13. 6X 


10. 7X 


0.7 


Carepersons need more training 


4.4 


2.5 


15.0 


13.2 


13.6 


0.0 


10.0 


Need more staff 


4.4 


5.0 


5.0 


5.7 


0.0 


10.7 


3.0 


Need special consultation 


8.9 


7.1 


IM 


JiJ 


9.1 


10.7 


1.0 


Total 1 or more 


26.7 


26.8 


27.5 


30.2 


31.8 


28.6 


0.3 



"Not sure" coded same as no. 

'More than one response may have been indicated. 



Community living skills (e.g., making a bed, doing laundry, preparing meals, using the phone, 
taking the bus, buying groceries, or using a checkbook) were more often goals for group home 
residents (75%) than for foster home residents (45%); (10) = 41.7; p < .0001). For residents with 
goais, there were no differences as to where training was carried out. Group home and ICF-MR staff 
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were somewhat more likely than foster parents to report that added steps could be taken to help 
residents learn community living skills (about 40% compared to 20%), both In terms of a need for more 
staff training (X* (5) = 11.7; p < .05) and for more staff (X* (5) = 14.2; p < .05). 

Table 4.30 

Resident Goals in Coomunfty Living Skills 





1-4 
<N«67) 


5-6 
<M«61) 


1-4 
<N-52) 


5-6 
<N«75) 


1 • **f 

1-4 

<;<=30) 


5-6 
<N»35) 




Is learnfna roimiunitv Uvina skills a 
goal for this resident' 






























YeSi an informal goal 


20.9X 


9.8X 


17.3X 


29. 3X 


10.0X 


22. 9X 


41. 7** 


Yes, part of a written plan 


26,9 






44.0 


60.0 


54.3 




Total 


47.8 


41.0 


78.8 


73.3 


70.0 


77.1 




For residents with cttmunttv living aoals 
what is being done?* 






























Special training at residence 


71. 9X 


81. 5X 


89. 7X 


64. 3X 


77. 3X 


91 .3X 


5.8 


Special training at day program 


59.4 


63.0 


35.9 


4M 


36.4 


39.1 


8.2 


Nothing special at home or day 


6.3 


0.0 


2.6 


3.9 


0.0 


0.0 


3.9 


For residents with cwnnunitv living goals 
















what added steos could be taken to helo 
resident learnt 






























More training at day program 


23. 5X 


11. IX 


9. ex 


24.5% 


14.3X 


8. OX 


7.0 


Carepersons need more training 


3.0 


0.0 


17.1 


13.2 


14.3 


0.0 


11.7* 


Need more staff 


3.0 


3.7 


2.4 


18.9 


23.8 


16.0 


14.2* 


Need special consultation 


LI 


10.7 


9^ 


IM 


9.5 


0.0 


6.3 


Total one or more 


24.2 


18.5 


36.6 


50.9 


57.1 


32.0 


14.5* 



^*'Not sure" coded same as no. 
2 

More than one response may have been indicated. 



* p < .05 
** p < .0001 

In the early section of the careperson questionnaire that assessed adaptive behavior, 
carepersons were asked about the level of assistance needed by residents (see Table 4.4). In a later 
section of the questionnaire that asked atx>ut resident's habilitation plans, respondents were asked 
how much assistance was routinely provided to residents. In the areas of self-care skills (eating, 
dressing, bathing and toileting), among ail types of facilities and all 4 self-care areas, the exact 
agreement between assistance required (4 levels) and that received (4 levels) was 82%, with most 
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disagreements involving 'independent' residents whose 'assistance' was in the form of verbal reminders. 
There were no statistically significant differences among facility types. 

In the area of community living skills (see Table 4.5) the exact correspondence between 
assistance needed (5 levels) and assistance received (8 levels) ranged from 50% (buying groceries) 
to 76% (making bed), with no statistically significant differences among facility types. Correspondence 
here was somewhat lower than in the self-care area because for 42% of residents there was at least 
one area which staff reported a resident was not expected to perform (e.g., 22% of residents were not 
expected to buy groceries). Only 5% of residents had any area in which assistance was not received 
because they needed too much help,' and only 2% because they refused to participate or cooperate. 
There were no statistically significant differences by type or size of residential setting. 
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CHAPTER 5 
PROGRAM CHARACTERISTICS 

This chapter presents findings of the study regarding basic services and programs received by 
the residents of smaii ccmmuniti' living arrangements. Among the services and programs studied were 
case management, program planning, day and vocational services and special support services. 
Cm9 Manag9in9nt 

As shown in Table 5.1 almost all the individuals in thb resident san ole were reported to have 
case managers. A somewhat lower percentage of residents of group homes was reported to have case 
managers (approximately 85%). 



Table 5.1 

Proportion of Residents Who Had Case Managers 





Foster 


GrouD 


ICF- 


■MR 




Case Manager 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






(Ns68) 


tH=67) 


<M»52) 


(N=:73 


(N=31) 


(N=35) 




Yes 


94. IX 


100. OX 


84.6X 


89. OX 


100. OX 


94.3X 




No 


L2 


OA 




IM 


0.0 


5.7 


15.45* 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 




* p < .01 



The organizational affiliation of case managers assigned to residents of these facilities is 
summarized in Table 5.2. Review of this table indicates a significant relationsiiip between organization 
affiliation and type of placement (X^ (25) - 144.66, p < .01). For foster homes, the largest single 
affiliation was a state agency. The next most common affiliations were regional and county agencies. 
In the case of group homes, the largest single affiliation was that of the county service agency, with the 
next most common response being a state agency. The pattern of affiliations for case managers 
assigned to iCFs-MR was somewhat different. The responses seemed to be approximately equally 
divided between state agencies and the residential provider Itself. Across facility types, the most 
predominant affiliation for case managers were state, county, regional, and the residential providers. 
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Table ^..2 

Organization which Provides Case Manager 



Foster iLroU P ICF-HR 

Organization 1-4 5-6 1-4 5-6 1-4 5-6 

(N>64) (N«68) (N>44) (N>64) (N»27) (Ns33) 



County 


10.9X 


20. 6X 


59. U 


25. ox 


7.4X 


42. 4X 


Region 


15.6 


36.8 


4.5 


14.1 


3.7 


24.2 


State 


70.3 


42.6 


15,7 


34.4 


37.0 


12.1 


Other 


1.6 


0.0 


0.0 


3.1 


3.7 


9.1 


This home/facility 


1.6 


0.0 


18.2 


18.8 


48.1 


12.1 


School, day program 


0.0 


0.0 


2.3 


4.7 


0.0 


0.0 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


1C0.0 



* p < .01 

One of the most important issues in the field of developmental disabilities is the extent to which 
persons receive active case management sen/ices in residential and other service programs. Table 5.3 
presents information on the frequency of visits by case managers. Approximately half of all foster home 
residents were reported to be visited monthly. The vast majority of individuals received a visit by a case 

Table 5.3 

Frequency of Visit by Case Manager 

Foster Group ICF-MR , 

Frequef«;y 1-4 5-6 1-4 5-6 1-4 5-6 

(N»64) (NS68) (N=44) (N=65) (N=30) (Ns33) 



Never 


O.OX 


O.OX 


6.8X 


4.6X 


O.OX 


3. ox 


Weekly 


4.7 


0.0 


13.6 


21.5 


30.0 


30.3 


Monthly 


43.8 


54.4 


34.1 


33.8 


53.3 


21.2 


Every 3 months 


35.9 


41.2 


27.3 


20.0 


10.0 


21.2 


Twice yearly 


7.8 


4.4 


13.6 


10.8 


3.3 


18.2 


Once yearly 


6.3 


0.0 


4.5 


1.5 


0.0 


0.0 


Other 


1.6 


0.0 


0.0 


ZJ 


LI 


6.1 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 



* p < .01 
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manager at least once every three months. Approximately 15% of the individuals received visits from 
case managers every six months or even less frequently. 

A second indication of the intensity of case management services was the reported average 
length of visits by case managers, reported in Table 5.4. The most common responses were in the 
range of thirty minutes to one hour. Visits averaging more than one hour per visit v/ere also commonly 
reported. Thus, the typical case manager visited each resident approximately every one to three months 
for 30 to 60 minutes. 



Table 5.4 
Length of Each Visit by Case Manager 



Length of Time 


Foster 


Group 


ICF-MH 




1-4 
<N=64) 


5-6 
<N=68) 


1-4 
<N=40) 


5-6 
<N=60) 


1-4 
<N=31) 


5-6 
<M«32) 


15 minutes or less 


1.6X 


1.5X 


7.5X 


10. OX 


6.5X 


o.ox 




16-30 minutes 


17.2 


13.2 


22.5 


25.0 


3.2 


18.8 




30 minutes to one hour 


48.4 


51.5 


42.5 


36.7 


35.5 


65.6 


29.75* 


Nore than one hour 


32.8 


33.8 


2L5 


28^ 


54.8 


15.6 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





* p < .05 

Data in Table 5.5 indicate that most of respondents received some form of contact in addition 



to face-to-face visits. Most of the contacts other than direct visits were through the use uf phone calls. 

Table 5.5 

Additional Types of Contact Between the Respondent and the Case Manager 





Foster 


Grouo 


ICF 


-MR 


Types of Contact 


1-4 


5-6 


1-1 


5-6 


1-4 


5-6 




(N«64) 


(N«65} 


<N»42) 


<N»63) 


<N=32) 


<N=32) 


Letters 


5.4X 


23. 8X 


2.7X 


10. 8X 


3.5X 


23.4% 


Phone 


65.2 


56.4 


53.6 


54.1 


60.5 


50.8 


Other 


9.1 


15.2 


8.0 


14.4 


3.5 


3.9 


None 


20.3 


4,6 


35.7 


20.6 


12.5 


iL2 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100. c 
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A further review of responses on other types of contacts indicated that most of the contacts by phone 
and written correspondence occurred at least onca a irionth. 

Additional analyses were conducted to assess the functioning of case managers in these 
residential facilities. One question asked about the extent to which respondents felt the case manager 
had a clear understanding of the resident's needs, abilities, and problems (see Table 5.6). There are 
clear differences in the pattern of responses by facility ty;ie on this question p(2 (10) = 25.95, p < .01). 
Foster parents generally felt that case managers understood the resident's needs, abilities, aiid 
problems very well. ICF-MR respondents also indicated a relatively high degree of understanding by 
case managers of the needs, abilities, and problems of residents. Somewhat less favorable ratings were 
given by group homes. Few case managers were given extremely low ratings on this question (less 
than 5%). 

Table 5.6 

Careperson Opinion About the 
Degree of Case Manager's Understanding of Resident's Needs, Abilities and Problems 

Foster Group ICF-MR - 

Degree of Understanding 1-4 5-6 1-4 5-6 1-4 5-6 >r 

(N»65) <N=68) <N=44) <N=64) (N=32) <N=33) 

Very well 75, 4X 80.9X 50.0% 57.8% 78.1% 57l6X 

Somewhat 20.0 19.1 40.9 37.5 15.6 42.4 25.95* 

Not at all 4,.6 0.0 9.1 4.7 6.3 Q,(f 

Total 100.0 100.0 100.0 100,0 100.0 100.0 

* p < .01 

Table 5.7 presents Information about the percentage of case managers performing various 
functions for residents and staff. While there are some differences across types of facilities, the pattern 
of responses was relatively si.milar. The primary differences by facility type occurred between group 
homes versus foster homes and ICFs-MR. Group home respondents generally indicated less frequent 
provision of the various service functions than was noted by respondents from the other two types of 
residential facilities. Most of the functions performed were directly related to the needs of the residents 
of the various facilities. Relatively little' time was devoted by case managers to providing direct technical 
assistance to providers, except in the matter of assisting them with paperwork responsibilities. 
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Table 5.7 

Case Manager Acttvities, as Reported by Carepersons 





Foster 


GrouD 


ICF-MR 


Type of Work 


1-4 
(N«63) 


5-6 
<N-63) 


1-4 
(N'40) 


5-6 
(N>63) 


1-4 
(N=30) 


5-6 
(N*33) 


ASKv floouw ino rcBiQCfiw'B BiiUfliiOn 
when visiting 


96. 8X 


98.4X 


9S.0X 


92. IX 


83. 3X 


97. OX 


A8k8 about the resident's problems 


93.7 


92.1 


95.0 


85.7 


83.3 


93.9 


A^^Ai^ft httln r*AO ( f^Anf" ' e rtrnhl nmrr 
WTTCrB riBip TQi rcBiMunv 2> prooidiiB 


82.5 


81.0 


60.0 


68.3 


76.7 


60.6 


ExBinineu each aspect of the resident's 
program plan during the visit 


66.7 


65.1 


52.5 


36.5 


43.3 


63.6 


Talks to the resident during the visit 


77.8 


76.2 


72.5 


73.0 


86.7 


57.6 


Checks on the resident's behavior in 
the school or day program 


81.0 


74.6 


50.0 


61.9 


76.7 


75.8 


Provides training and advice on how to 
hkcx xne resioeni's neeos more 
effectively 


55.6 


52.4 


25.0 


42.9 


53.3 


45.5 


ArranscB BpeciBi suppori/irfl ining 
program for the provider and the 

Aft f Mmn,^ A 

r cBi vfcniB 


58.7 


77.8 


55.0 


50.8 


76.7 


78.8 


Arranges special support/training for 
the provider when needed 


36.5 


38.1 


12.5 


27.0 


36.7 


18.2 


Help solve problems that the provider 
cannot manaoe 


61.9 


79.4 


55.0 


41.3 


66.7 


54.5 


Assiiits with paperwork 


49.2 


68.3 


47.5 


58.7 


66.7 


84.8 


Other 


1.6 


3.2 


2.5 


11.1 


6.7 


9.1 



Note , colums do not total 100X because respondents could select more than one alternative. 

Program Planning 



Tables 5.8 and 5.9 present Information on the availability of written plans, includir^g goals and 
objectives for persons residing in these facilities. Nearly all residents had written plans of goals and 
objectives. In the small foster homes, however, approximately 10% of the respondents reported that 
plans did not exist or that they were unaware of the availability of written plans. The extent of 
careprovider's Involvement In program planning was similar in all facilities in this study, with reported 
rates of involvement by respondents of approximately 90% or more. Small foster home careprovlders 
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participated in planning meetings, but were less likely to actively develop goals and program objectives 
than were staff in other types of facilities. 



Table 5.8 

Written Plan of Goals or Objectives for the Resident 





Foster 


GrouD 


ICF-HR 




Written Plan 


1-4 
{N=68) 


5-6 
{N-66) 


1-4 
{N»52) 


5-6 
{N«74) 


1-4 
{N=32) 


5-6 
{N=35) 




No, or unknown to respondent 


13.2X 


6. IX 


1.9X 


4. IX 


0.0 


2.9X 




Yes; or have a copy of school or day 
program's 


86.B 


93.9 


96.2 


90.5 


96.9 


97.1 


20.16* 


Other 


0.0 






Li 


3.1 


0.0 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





* p < .05 



Table 5.9 

How the Respondent Is Involved in the Development 
of the Resident's Individual Care Plans 



Type of Involvement 


Foster 


GreuD 


ICF-HR 


1-4 
{N»63) 


5-6 
{N=46) 


1-4 
{N=47) 


5-6 
{H«70) 


1-4 
{N»24> 


5-6 
(N*29) 


Sit in on planning meetings 


32. 3X 


30. 4X 


17. OX 


18.6X 


50. OX 


31. OX 


Develop, goalfi/obj. or program 


7.7 


28.3 


55.3 


35.7 


25.0 


31 0 


Any input, phone, etc. 


23.1 


15.2 


14.9 


27.1 


16.7 


27.6 


Implement plan 


10.8 


13.0 


8.5 


4.3 


0.0 


6.9 


Other 


6.2 


0.0 


2.1 


4.3 


8.3 


0.0 


Not involved 


6.2 


4.3 


0.0 


5.7 


0.0 


0.0 


No plan 




8.7 


2.1 


4:^1 


0.0 


3.4 


Total 


100.0 


100.0 


100.0 


100. c 


100.0 


100.0 



The reported frequency of revising written program plans Is summarized in Table 5.10. The 
most frequently reported period for revising program plans was yearly. The group home and ICF-MR 
respondents reported more frequent revisions, with revisions reported every six months or less in at 
least 50% of the cases. There was a tendency for foster homes, particularly smaller homes of 1 -4 
persons, to revise program plans somewhat less frequently than the other respondent groups. 
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Table 5.10 

Frequency of Revision on the Resident's Written Plan 





Foster 


GrouD 


ICF 


-MR 




Frequency 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






<N«65) 


<N»64) 


(N>49) 


<N«73) 


<N»32) 


<N«35) 




t car \ J 


72.3X 


56. 3X 


38.8X 


35. 6X 


34. 4X 


51 .4X 




Every 6 months 


6.2 


12.5 


14.3 


27.4 


25.0 


11.4 




Quarterly 


13.8 


25.0 


36.7 


32.9 


15.6 


31.4 


55.51* 


Monthly 


1.5 


6.3 


4.1 


2.7 


18.8 


2.9 




Other 


LZ 


M 






6x1 


LI 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





* p < .01 



Table 5.11 presents Information on whether the written program plan Identified a certain planned 
length of stay at the facility, and Included a subsequent placement plan. For more than 50% of 
residents In all categories It was indicated that there was no planned length of stay or recommendation 
for a new placement In the program plan. When such plans were noted, the foster home respondents 
were more likely to indicate age as being a requirement for movement to a new placement than was 

Table 5.11 

Notation of Length of Stay and Oisplacefflent Recoirmendation in Resident Plan 



Foster Grou) ICF-HR 

Displacement Plan 1-4 5-6 1-4 5-6 1-4 5-6 

<N=70) <N=68) <N»53) (N=78) (N=32) <N=35) 



N/A, no plan 


10.0X 


6.3X 


5.8X 


6.8X 


6.7X 


o.ox 


No mention of future move 


77.4 


64.4 


71.4 


56.5 


57.1 


57.1 


Yes, when resident reaches a certain 
age 


25.8 


35.5 


7.7 


11.6 


0.0 


4.5 


Yes, when resident a .a certain 
skills 


16.1 


25.8 


42.3 


44.2 


44.4 


54.5 


Yes, depending on behavior 


9.7 


3.2 


7.7 


20.9 


11.1 


27.3 


Yes, other goal or reason 


6.5 


6.5 


11.5 


9.3 


16.7 


13.6 


The plan indicates that they will 
always be here 


12.9 


3.2 


3.8 


9.3 


11.1 


0.0 



Notf . Columns do not total 100X because respondents could select more than one alternative. 
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true of respondents from group homes and ICFs-MR. The most commonly mentioned reason for 
possible alternative placements for group home and ICF-MR residents was related to the attainment 
of certain adaptive behavior skills. Within the group homes, approximately 40-55% of the 
recommended placements were associated with attainment of increased skill levels. 
Day and Vocational Programa 

Table 5.12 present? information on residents' daytime developmental and vocational program 
activities. At least 90% of all persons living in these facilities attended some structured daytime 
program outside of the residential facility. The rates of participation for residents in group homes 
and ICFs-MR exceeded 95%. There was a significant difference among facility and size groupings 
on the types of resident daytime activities (X^ (25) = 65.94, p < .01). Foster home residents were 
somewhat more likely (approximately 10% of the residents) to stay at home without a structured 
daytime activity (some of these residents were preschool age or very old). The most common single 
placements were day activity center and sheltered workshop programs. 



Table 5.12 

Activities or Programa the Resident Engages in Regularly During Weekday Hours 



Act i vi t i es/Pr ograms 


Foster 


GrouD 


ICF-MR 




1-4 
<N=70) 


5-6 
<N=68) 


1-4 
<N=51) 


5-6 
<N=77) 


1-4 
<N=32) 


5-6 
<N=35) 


Resident stays home 


10. OX 


10.3X 


2.0X 


o.ox 


3.1% 


O.OX 




Day activity center 


31.4 


25.0 


17.6 


15.6 


37.5 


37.1 




Work activity placement 


8.6 


7.4 


25.5 


18.2 


9.4 


5.7 




Sheltered workshop 


21.4 


22.1 


41.2 


51.9 


37.5 


28.6 


65.94* 


On-the-job training 


1.4 


0.0 


2.0 


1.3 


0.0 


2.9 




School 




2L3 


11.8 


13.0 


12.5 


25.7 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





* p < .01 

Sheltered workshops were particularly common placements for residents in group homes and in 
ICFs-MR. Foster home residents were somewhat more likely to attend day activity centers. A falriy 
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large percentage of residents in all settings were reported to go to school. Fifty of the total of 72 
residents who attended school attended special schools rather than special classes in regular 
schools. Few indh/iduais were in work-training or community job-training placements. Only one 
resident In the entire sample was cited as competHively employed with regular pay and with non- 
disabled workers. 

The extent of participation In outside day programs Is summarized In Table 5.13. Virtually all 
residents who participated in structured day programs did so five days per week. The number of 
hours per day spent in day programs is summarized in Table 5.14. Although there are slight 
differences by facility type, the vast majority of residents spend at least five hours per day in 
structured daytime programs. 



Table 5.13 

Uwber of Days Per Week the Resident Attends Day Program 





Foster 


GrouD 


ICF-MR 




Nuiter of Days Per Week 


1-4 
(N=57) 


5-6 
(N=55) 


1-4 
(Ns50) 


5-6 
(N«73) 


1-4 
(K'=31) 


5-6 
(N=35) 




Less than five days 


O.OX 


9.1X 


2. OX 


2.7X 


3.2X 


2.9X 




Five or nx>re days 


lOp.O 


90.9 


98.0 




96.8 


97.1 


8.03 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 








Table 5.14 














Nurber of Hours Per Day the Resident Attends Day Program 








Foster 


Grouo 


ICF-HR 




Number of Hours 


1-4 
(N=60) 


5-6 
(N=57) 


1-4 
<N=51) 


5-6 
(N=76) 


1-4 
(N=29) 


5-6 
<N=35) 




Four hours or less 


S.OX 


O.OX 


O.OX 


2.6X 


3.4X 


O.OX 




Five to seven hottrs 


76.7 


89.5 


78.4 


71.1 


75.9 


85.7 


12.75 


Eight hours or more 


18.3 


10.5 


21.6 


26.3 


20.7 






Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





The distance and the amount of travel time between the residential and daytime programs 
are summarized in Table 5.15. Most programs were located within ten miles of the person's 
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residence. The amount of commuting time from the individual's home to the day program 
placement was generally less than 30 minutes. Most of the transportation for individuals attending 
day programs was provided by the day program or another outside agency providing special 
transportation (see Table 5.16). 

Table S.15 

Distance and Amount of Travel Time Between Home and Day Pro^fam 





Foster 


GrouD 


ICF-MR 




Distance/Travel Time 


1-4 
<N=65) 


5-6 
<N»61) 


1-4 
<N»52) 


5-6 
<N«71) 


1-4 
(N=31) 


5-6 
<N=34) 




Distance 

I- 10 mi I es 

II- 20 miles 
21-55 miles 


54. 7X 

25.0 

20.3 


65. 6X 
14.8 

IIJ. 


84. 6X 
13.5 

LS. 


84. 5X 
12.7 


0.0 

lA 


58 8X 
26.5 

ikzl 


36.19* 


Tut a I 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 




Amount of Travel Time 
30 minutes or less 
30 to 60 minutes 
More than one hour 


43. IX 
29.2 


53. 3X 

18.3 

28.3 


78. 8X 
11.5 
2^ 


91. 2X 
7.4 
1.5 


77.4X 
16.1 
6*5 


52.9X 
41.2 

hi 


62.10* 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 




* p < .01 




Table 5.16 














Provider of Transportation to the Day Program 










Foster 


Grois) 


ICF 


■MR 




Provider 


1-4 
(N=58) 


5-6 
(N*59) 


1-4 
(N=50) 


5-6 
<N«74) 


1-4 
(N=30) 


5-6 
<N=33) 


The respondent 


8.6X 


5. IX 


32. OX 


17.6X 


43. 3X 


21. 2X 




Resident walks/rides bike 


3.4 


1.7 


6.0 


9.5 


0.0 


3.0 




Public transportation 


8.6 


13.6 


14.0 


9.5 


10.0 


18.2 


52.72* 


Provided by day program 


58.6 


50.8 


32.0 


36.5 


36.7 


42.4 




Provided by aix)ther agency 


20.7 


2S.B 


12.0 


23.0 


10.0 


15.2 




Other 


p.o 


M 


LS. 


U. 


0.0 


OfO 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





* p < .01 
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Table 5.17 provides information on the number of weeks per year the day program was 
closed for vacations and other reasons. The extent of closure varied substantially across program 
types (X^ (15) s 50.76, p < .01). There is a tendency for day programs of residents in foster 
homes to be closed for somewhat greater lengths of time than was tme of the other two residential 
program placements. However, most of the programs were operational for at least eleven months 
out of each year. The respondents were also asked whether residents of their facilities took 
additional time off for vacations, visitations to family, and other purposes. More than 50% of the 
respondents reported that individuals living in their facilities took one or two extra weeks off each 
year. Residents' total time off per year is also summarized in Table 5.17. Although the amount 

Table 5.17 

Number of Weeks Per Year the Day Program is Closed, 
and Residents' Addltional/Totb-l Weeks off Per Year 





Foster 


GrouD 


IPF 






Nunber of Weeks Off 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






<N«57) 


(N'59) 


(N350) 


(N«72) 


(N»29} 


(N=34) 




Number of Weeks Dav Program Closed 
















None 


27. 3X 


26. 8X 


42.UX 


23.9X 


66. 7X 


8.8X 




One to two weeks 


23.6 


26.8 


36.0 


36.6 


14.8 


58.8 


50.76* 


Three to four weeks 


16.4 


r.2 


20.0 


19.7 


7.4 


11.8 




FWe or more weeks 


32.7 




M 




lid 


20.6 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 




Residents' Extra Weeks Off 
















None 


35. IX 


25. 4X 


42. ox 


45. 8X 


41 .4X 


32. 4X 




One to two weeks 


57.9 


64.4 


52.0 


48.6 


51.7 


61.8 


19.34 


Three to four weeks 


7.0 


10.2 


2.0 


5.6 


6.9 


5.9 




Five weeks or more 


0.0 


0.0 


1.0 


M 


M 


M 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 




Total We«K9 Off 
















None 


5.7% 


1.8X 


8.2X 


11. 6X 


2B.0X 


o.ox 




One to two weeks 


30.2 


34.5 


53.1 


31.9 


44.0 


27.3 




Three to four weeks 


15.1 


21.8 


28.6 


30.4 


12.0 


42.4 


55.38* 


Five to eight weeks 


24.5 


29.1 


8.2 


14.5 


4.0 


15.2 




Nine or more weeks 


2LS 


12.7 


2.0 


11.6 


12.0 


lid 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





* p < .01 
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of total time off due to various reasons varied substantially across settings (X^ (20) = 55.38, 

p < .01). the majority of residents in all facility and size groups had a total of less than four weeks 

off each year. 

Some questions were posed to careproviders about the extent to which the residents 
appeared to enjoy their day program placements, although obviously the answers to such questions 
were quite subjective (see Table 5.18). Approximately 85% of the Individuals living in these facilities 
were thought by respondents to enjoy their day programs. The reasons given for enjoying or not 
enjoying the day program are listed In Table 5.19. The most frequent responses given for positive 
evaluations of day program placements had to do with the enjoyment of being with other people 
and friends, and enjoyment of activities provided by the day program. The more negative responses 
regarding day programs were highly varied and included too much work, dislike for activities, and 
difficulties with staff and peers. 



Table 5.18 

Degree of Resident's Enjoyment in Going to His/Her Day Program 





Foster 


GrouD 


ICF-MR 




Degrees of Enjoyment 


1-4 


5-6 


14 


5-6 


1-4 


5-6 


x^ 




<N«57) 


<N«52) 


(N'49) 


'N»72) 


(Ns30) 


<N=31) 




Likes it 


93. OX 


96. 2X 


67.3X 


77.8X 


86.7X 


80. 6X 




Somewhat likes it 


1.8 


1.9 


14.3 


12.5 


6.7 


12.9 


28.56* 


Doesn't like it 


5.3 


0.0 


16.3 


9-7 


6.7 


3.2 




Other 


0.0 


LI 


2.0 


0.0 


0.0 


hi 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





p < .05 
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Table 5.19 

Reasons for Resident's Enjoying/Not Enjoying the Day Program 



foster 



ICF-HR 



Reason 


1-4 
<M«45) 


5-6 
<M»35) 


1-4 
(N>42) 


5-6 
<N=61) 


1-4 
<N*27) 


5-6 

<N«3i: 


Lots of people^ socialize 




11. 4X 


23. 8X 


13. IX 


29.6X 


22.6! 


Likes activities (learnin3« 
stimulation, work) 


35.6 


48.6 


16.7 


26.2 


11.1 


32.3 


Friends 


26.7 


20.0 


11.9 


8.2 


11.1 


22.6 


Likes the money 


2.2 


5.7 


7.1 


18.0 


11.1 


6.5 


Too much work 


0.0 


0.0 


4.8 


1.6 


0.0 


0.0 


Doesn't like activities, or not enough 


0.0 


0.0 


11.9 


4.9 


7.4 


0.0 


Prefer something else 


2.2 


0.0 


2.4 


4.9 


3.7 


3.2 


Like staff 




0.0 


2.4 


1.6 


18.5 


3.2 


Schedule, Iceeps busy 


0.0 


8.6 


4.8 


9.8 


3.7 


9.7 


Peer group 


0.0 


0.0 


2.4 


1.6 


0.0 


0.0 


Other 




5.7 


11.9 


9.8 


hi 


0^ 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 



81.2^'- 



* p < .01 

Respondents were asked to indicate the extent of contact tliey haa with personnel of day 
programs (see Taole 5.20). Tliere was a somewhat greater tendency for personnel in group homes 
and ICF-MM group homes to have more contact with day program personnel than foster parents. But 
across rill Vacility types, respondents Indicated rather frequent contact with day program personnel. 
Monthly or more 'requent contact was reported by approximately 55-75% of respondents, depending 
on facility type. Reasons reported for contacts between respondents and day program staff are shown 
in Table 5.21 . These responses were varied, with statistically significant differences among respondents 
from different types of facilities (X^ (40) » 65.44, p = .01). Many reasons obviously derived from the 
characteristics and perceived needs of residents. A rather substantial number of such mentions dealt 
with the management of problem behaviors. Activities, arrangements, and logistics also were frequently 
mentioned topics in these consultations. Another frequent reason for contact involved discussions to 
assess the progress of individuals as well as to schedule meetings, develop plans, goals, and objectives 
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for individualized program plans. Data shown in Table 5.2Q and 5.21 suggest that residential and day 
program personnel maintained reasonably close contact on a wide range of Issues related to the 
behavioral training and other needs of persons with mental retardation living in these facilities. 



Table 5.20 

Frequency of Contact Between Careperson and Staff From Day Program 





Foster 


GrouD 


!CF-MR 




Frequency of Contact 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






<M»59) 


<N»58) 


<N«51) 


<N=73) 


(N-2&) 


<N=35> 




About every day 


8.SX 


12.1X 


19. 6X 


18.7X 


39.3X 


22. 9X 




About once a week 


25.4 


34.5 


31.4 


26.7 


21.4 


20.0 




ADOUi oiiwe a muribn 


22.0 


15.5 


21.6 


25.3 


14.3 


22.9 


9S OA 


beverai rinies a year 


37.3 


34.5 


21.6 


21.3 


25.0 


22.9 




Once a year or less 


648 


lA 




8.0 


M. 


IM 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 








Table 5.21 












Most Cofftnon Reason 


for Contacts Between Careperson 


and Day Program Staff 








Foster 


GrouD 


ICF-HR 




Reason 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






<N«56) 


(N^9) 


<N-45) 


<N«64) 


(N=24> 


<N=32) 




Behavior problems 


12.5X 


12. 2X 


24. 4X 


20. 3X 


16.7X 


15.6X 




Activities 


3.6 


18.4 


2.2 


3.1 


0.0 


12.5 






8.9 


14.3 


15.6 


7.8 


16.7 


21.9 




Logistics 


12.5 


10.2 


2.2 


17.2 


20.8 


12.5 




Plans/goals of teaching/training 


14.3 


22.4 


6.7 


10.9 


4.2 


12.5 


65.44* 


Progress 


23.2 


16.3 


35.6 


25.0 


16.7 


6.3 




Injuries (health) 


8.9 


2.0 


4.4 


1.6 


12.5 


3.1 




Social/other 


5.4 


4.1 


6.7 


9.4 


0.0 


6.3 




Meetings 


10.7 


0.0 


hi 




liil 






Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





* p < .01 



ERIC 
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Finally, respondents were asked whether they fett knowlodgeable about the day program 
actlvttlcis and placements of persons In their facilities (see Table 5.22). Approximately 85% of the 
Individuals felt that they had a good knowledge about the day program activities of persons living In 
their homes. 



Table 5.22 

Uhether the Careperson Feels He/She Knows Enough 
About What Goes on in Residsnt's Day Program or Plecement 





Foster 


GrouD 


ICF-MR 


x2 


Yes/No 


1-4 

(N»58) 


5-6 
<N»57) 


1-4 

<N=4a) 


5-6 
<N«73) 


1-4 
(N=29} 


5-6 
<N»35) 


Yes 


84. 5X 


84. 2X 


72.9% 


65. ay 


72. 4X 


68. 6X 




No 


lid 




2M 




27.6 




9.68 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





Data gathered on day program sen/ices for persons living in small residential facilities indicated 
that most individuals are enrolled in some structured daytime activity for approximately five or more 
hours per day. There were reported to be frequent and varied coritacts between residential and day 
program personnel. Personnel In residential facilities Indicated that they considered themselves to have 
a good knowledge of the nature and activities of the day program placements. Nearly all of the 
placements were In specialized and structured day program activities, with little apparent opportunity 
for Integration with non-disabled peers. Very few options were available to this sample for community- 
based training programs or supported work experiences in community settings. 
Special Serv/ces 

A number of questions were asked to assess the extent to which residents in the three 
programs received special services either Inside or outside the facility. Table 5.23 presents the number 
of times In the past year that residents had seen medical doctors. The information in this table Indicates 
that the vast majority of persons with mental retardation in these facilities had seen a physician less than 
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five times during the past year. There were no statistically significant differences among the types and 
sizes of residential placement and the frequency of seeing medical doctors. 

In a related question, an attempt was made to assess whether persons in these residential 
facilities saw doctors within the facility ot in some community setting (see Table 5.24). The vast majority 
of residents in these facilities saw a doctor in a community clinic. Smaller numbers of persons saw 
doctors in community hospitals and other special treatment settings. The major difference which 
seemed to appear among types of facilities was in the use of medical services by persons in foster 
home placements. The Individuals in foster homes tended to use the personal doctor of the provider 
much more often than residents of group homes and ICFs-MR. 



Table 5.23 

Number of Times in the Past Year Resident Had Seen p Physician 





Foster 


Group 


ICF- 


■MR 




Nurber of Times 


1-4 


5-6 


1-4 


5-6 


1-4 


5-6 






(N«68) 


(N^66> 


(N=51> 


<N=71> 


(N=30) 


(N=34> 




None 


1.5X 


1.5X 


o.ox 


O.OX 


O.OX 


O.OX 




Once to twice 


44.1 


27.3 


29.4 


35.2 


30.0 


23.5 




Three to five times 


38.2 


28.8 


29.4 


35.2 


20.0 


41.2 




Six to nine times 


4.4 


15.2 


23.5 


12.7 


13.3 


14.7 


32.04 


10 to 19 times 


11.8 


18.2 


15.7 


14.1 


26.7 


14.7 




20 or more times 


0.0 


£J 


2.0 


2,8 


10.0 


5.9 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 





ERIC 



In most cases, health services were contracted through clinics ana <"iher health care providers. 
The extent of careprovider satisfaction with the quality of neatth care is reported in Table 5.25. The 
majority of respondents reported that they were very satisfied or quite satisfied with the quality of 
medical care received by residents in their programs. The rate of satisfaction approximated or exceeded 
80% among all the groups of respondents, except those from larger ICFs-MR. They reported a 
somewhat lower general enthusiasm with available health care services, although not so much as to 
yield a statistically significant difference among facilities. When asked to elaborate on the types of 

144 



165 



problems In medical care, most of the responses were concerned with the lack of sufficient time 
provided by doctors or the lack of thoroughness in the medical services. 



Table 5.24 
Physician Used by Reaidenta 





Foster 


GrouD 


ICF-HR 


Uhere 


1-4 
(N*69) 


5-6 
(N«63) 


1-4 
(N-51) 


5-6 
(H-74) 


1-4 
<N«30) 


5-6 
(N«33) 


careperaon uaes 


42. OX 


42.9X 


3.9X 


4.1X 




21. 2X 


Coniunity clinic/office 


52.2 


55.6 


80.4 


67.6 


76.7 


78.8 


Comnunity hospital 


13.0 


22.2 


25.5 


20.3 


36.7 


18.2 


At a state-operated facility 


0.0 


0.0 


3.9 


4.1 


0.0 


3.0 


At residential facility 


0.0 


1.6 


0.0 


5.4 


0.0 


0.0 


Goes to a specialist 


5.8 


9.5 


3.9 


12.2 


0.0 


12.1 


Other or not specified 


8.7 


4.8 


7.8 


5.4 


10.0 


0.0 


Note. ColuRTis do not total 100X because respondents could select more than one alternative. 






Table 5.25 










Respondent's Degree of Satisfaction With the Quality 'f Medical Care 


the Resident Receives 




Fnster 


Grouo 


ICF-MR 


Degree of Satisfaction 


1-4 
(N=69) 


5-6 
(Nx67) 


1-4 
(N«52) 


S-6 
(N=77) 


1-4 
(N=32) 


5-6 X'^ 
(N-34) 


Very satisfied/satisfied 


88. 4X 


88. IX 


88. 5X 


79.2X 


87. 5X 


70. 6X 


Some problem, but generally satisfied 


7.2 


10.4 


9.6 


18.2 


12.5 


23.5 11.73 


Not satisfied/would change doctors if 
another one Mere available 


L2 


LI 


1.9 


2.6 


0.0 


5.9 


Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 



Table 5.26 presents the numb'^r of times during the previous year that residents received dental 
services. Approximately 70% of residents in all facility types nad seen dentists one or two times during 
the preceding year. About 15% of the residents of these facilities made more frequent use of dental 
services, and only 5% did not receive dental services at all during the past year. 
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Tabl^ 5.26 

Number of Times in the Past Year Resident Had Seen a Dentist 





Foster 


QrouD 




-MR 


5 
It 


Nunber of Times 


1-4 
(N=68) 


5-6 
(N=66) 


1-4 
(N>52) 


5-6 
(N«76) 


1-4 
<N=32> 


5-6 
<N=34) 


None 


8.8X 


9.1% 


o.ox 


2.6X 


U.UA 


imVft 




Once to twice 


73.5 


81.8 


76.9 


75.0 


81.3 


85.3 


18.13 


Three to five times 


13.2 


7.6 


19.2 


18.4 


12.5 


11.8 




Six or more times 




JUS 




hi 


&^ 


0.0 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 




Table 5.27 Includes information on the proportion of residents who received other types of 


specialized services during a one year period. In all atxiut 50% of the residents of the sampled facilities 






Table 5.27 














Support Services Received by Residents During a 12 Month Period 








Foster 


GrouD 


ICF-MR 




Type of Services 


1-4 
<N=57) 


5-6 
<N=52) 


1-4 
<N=42> 


5-6 
<N=63) 


1-4 
<N=30) 


5-6 
<N=33> 


Medical Specialist 


40. 4X 


32. 7X 


62.5% 


53. 2X 


70. OX 


48. 5X 


15.89** 


Nurse 


14.3 


27.5 


23.8 


32.3 


86.2 


81.8 


76.66** 


Nutritional/Dietician 


1.6 


5.8 


17.1 


18.0 


57.1 


42.4 


54.66** 


Occupational Therapist 


8.9 


11.5 


11.9 


13.1 


21.4 


33.3 


12.15* 


Physical Therapist 


17.9 


21.2 


21.4 


9.8 


17.9 


37.5 


10.54 


Speech Therapist 


26.8 


21.2 


39.5 


17.5 


58.6 


60.6 


31.99** 


Professional Counselor 


1.8 


0.0 


22.0 


14.8 


10.7 


12.5 


18.83** 


Psychologist 


15.8 


9.6 


41.9 


27.9 


64.3 


60.6 


47.27** 


Social Worker 


58.9 


67.3 


32.5 


63.5 


86.2 


69.7 


23.70»* 



* p < .05 
** p < .01 

had receded medical specialist services in one form or another in the previous year. iHowever, residents 
of fostor homes were less likely to use services provided by medical specialists than group home and 
ICF~i»*R residents (X^ (5) = 15.9, p < .01). The extent of nursing services use by persons with mental 
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retardation in these residential placements was relatively limited. \n the case of foster homes id group 
homes, approximately one-quarter of the residents received nursing services. In the case of ICFs-MR, 
however, there was a much greater tendency to have used nursing services (84%), with most of these 
facilities reporting they had nurses on staff. Other services with statistically significant patterr>s of use 
among the different facility types were occupational therapy (most In ICFs-MR), speech therapy (most 
in ICFs-MR), professional counseling (most in group homes), psychologists (most in ICFs-MR, least in 
foster homes) and social workers (most in ICFs-MR, least in group homes). 

Questions were also asked about the extent to which respondents fait that the various support 
services received by residents were adequate (see Table 5.28). Respondents rarely felt that residents 
were getting too much service. Of the services received by residents that the careproviders felt needed 
to be increased, most commonly mentioned was speech therapy, psychological services and social work 
services. Foster parents were somewliat less likely than group home staff to say that residents needed 
more Intensive sen/ic@ than they already received, but the difference was not statistically significant. 

Table 5.29 presents information on the provider of support services. Among fosier homes and 
group homes, very few of the specialized professional services were provided by paid staff of the 
residential facilities. In ICFs-MR, there was a greater tendency to rely upon personnel employed by the 
tecility or its operating agency to provide nursing and dietary services, social work services, counseling 
and therapeutic sen/ices, as well as psychological services. In general staff members reported high 
rates of satisfaction wu < the support sen/ices provided. The lowest rates of satisfaction were reported 
for occupational therapy, speech therapy, counseling and psychological sen/ices. In general staff 
members reported high rates of satisfaction with the support services provided. The lowest rates of 
satisfaction were reported for occupational therapy, speech therapy, counseling and psychological 
services. 
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Table 5.28 



Adequacy of Support Services Received by Residents 





Foster 


Group 


icp 


-MR 




Degree of Adequacy 


m t 


5-6 


1-4 


5-6 


1-4 


5-6 






— .^^ 






<N=63) 








Medical Specialist 
















Just right 


36.3X 


29. 3X 


55. OX 


44. 9X 


70. ox 


45. 3X 




Need more 




1 . f 


5.0 


6.7 


0.0 


3.2 


5.60 


Need leas 


u«u 


1 . f 


2.5 


4 7 

1 .7 


0.0 


0.0 




Total in year 






62.5 


53.2 


70.0 


48.5 




Nurse 
















Just right 


U.3X 


25. 7X 


20. 6X 


28. 4X 


69. OX 


81 .8X 




Need more 


n n 


1 ml 


3.2 


3.9 


17.2 


0.0 


7.53 


Need less 


U.U 


o.u 


0.0 


0.0 


0.0 


0 0 

U.U 




Total in year 


14.3 


27.5 


23.8 


32.3 


86 2 


fil A 




Nutritional/Dieticiar. 
















Just right 


1.8X 


4.6X 


12. 2X 


15. 5X 


44. 4X 


37. IX 




Need more 


U.U 


1 .2 


4.y 


2.6 


9.5 


5.3 


5.37 


Need less 


n n 

U.U 


U.U 


U.U 


U.U 


3.2 


0.0 




Total in year 


1 Q 
1 .O 




4 7 4 

17.1 


18.0 


57.1 


42.4 




Occu}ational Theraoist 
















Just right 


5.4X 


8.2X 


8.9X 


6.6X 


19. OX 


22. 2X 




Need more 


4 Q 
1 .O 


1 .6 


3.0 


5.2 


2.4 


11.1 


9.65 


Need les^i 


1 fl 


4 ^ 

1 .6 


U.U 


1 .3 




U.U 




Total in year 




4 4 C 

11 .5 


4 4 n 

n .9 


13.1 


21.4 


33 3 




Physical Theraoist 
















Just right 


11. 4X 


13. 5X 


18. 6X 


7.9X 


17.9X 


32. 8X 




Ne'^d more 




7.7 


2.9 


1 .3 


0.0 


4.7 


11.81* 


Need less 


n n 

U.U 


U.U 


U.U 


U. 7 


U.U 


U.U 




Total in year 


1 7 o 

1 f .y 


51 5 


31 / 
21 .H 


y .o 


17.9 


37.5 




Speech Therapist 
















Just right 


17.W 


15.5X 


27.0X 


10. OX 


33. 9X 


39. 4X 




Need more 






10 

12.0 


7 c 

7.5 


24.7 


18.2 


6.53 


Need less 


1 .0 


U.U 


U.U 


U.U 


0.0 


3.0 




Total in year 


CO.O 




^y. J 


4 7 C 

17.5 


58.6 


60 6 




Professional Counselor 
















Just right 


0.9X 


o.ox 


12. 5X 


9. OX 


10. 7X 


8.3X 




Need more 


U .7 


U.U 


y .H 


4.9 


0.0 


4.2 


7.30 


Need less 


n n 

U.U 


U.U 


U.U 


U .o 


0,0 


0.0 




Total in year 


1 .0 


U.U 


22. U 


4 / O 

14 .o 


10.7 


12.5 




Psycho I oai St 
















Just right 






37 3V 

2r .2X 


21 .8% 


54. IX 


51. 9X 




Need more 


0.0 


1.1 


14.7 


.8 


10.2 


5 8 


11.11* 


Need less 


2.0 


0.0 


0.0 


1.2 


0.0 


2.9 




Total in year 


15.8 


9.6 


41.9 


27,9 


64.3 


60.6 




Social Worker 
















Just right 


56.9X 


65. OX 


30. 2X 


53. 4X 


62. IX 


63. 4X 




Need more 


2.0 


2.3 


2.3 


10.1 


24.1 


6.3 


11.47* 


Need less 


0.0 


0.0 


0.0 


0.0 


0.0 


0.0 




Total in year 


58.9 


67.3 


32.5 


63.5 


86.2 


69.7 





* p < .05 
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Table 5.29 



Provider of Support Services and the Respondent's Satisfaction 
With the Quality of Services Received for Residents Who Receive Service 





Foster 


Group 


ICF 


-HR 


Type of Services 


1-A 


5-6 


1-4 


5-6 


1-4 


5-6 




(N-2r) 


vN-31 ; 




vN^sjo; 


(N-23) 


<N=25) 


Medical Soet^ialist 














Provider 














Residence staff 


11.8% 


5.9% 


16. 7X 


16. IX 






Dflv Droarani staff 

^Wtf fmt 1 Hill 9 1 1 




16.7 


n n 
U . U 


3.2 


5.6 


0.0 


Other staff 


00.2 


82. A 


o3.3 


80.6 


63.2 


100.0 


Quality 














Satisfied 


94.7 


100.0 


100.0 


93.5 


100.0 


93.3 


Not satisfied 


? • J 


0.0 


0.0 


6.3 


0.0 


6.7 


Nurse 














Provider 














Residence staff 






12. 5X 


36. 8X 


65. 2X 


63. OX 


Dav Droaram staff 




co.O 


2d .0 


2.^.2 


41.7 


25.9 


Other staff 






02.9 


50.0 


17.4 


25.9 


Quality 














Satisfied 


100.0 


91.7 


100.0 


88.9 


91.3 


100.0 


Not satisfied 




O.J 


U.U 


11 1 

11.1 


8.7 


0.0 


Nutritional/Dietician 














Provider 














Residence staff 


O.OX 


O.OX 


O.OX 


27. 3X 


AO ntt 




WOjf ^1 V)fl QUI O kO 1 1 


u.u 


0.0 


0.0 


50.0 




xn A 

JU .o 


Other staff 

WkllVl 9kSil 1 


100.0 


100.0 


100.0 


30.0 


33 3 


JO . ^ 


Qua I i ty 














Satisfied 


100.0 


100.0 


100.0 


90.9 


93.3 


85.7 


Not satisfied 


n n 
u.u 


n n 

U.u 


n n 
u.u 


O 1 


6.7 


14.3 


Occupational Therapist 














Provider 














Residence staff 


U. Ua 


40. OX 


O.OX 


0 .OX 


50. OX 


30. OX 


Day proflram staff 


inn n 
1UU . u 




7^ n 

. U 


ftn n 
OU .u 


54.5 


33.3 


Other staff 


n n 
u.u 


5n n 


nn n 
ou.u 


0^.9 


33.3 


50.0 


Quality 














Satisfied 


100.0 


100.0 


60.0 


57.1 


85.7 


81.8 


Not satisfied 


n n 


n ft 
u.u 


/.n n 

<tU.U 


LO O 


14.3 


18.2 


Physical Therapist 














Provider 














Residence staff 




9C nv 
£9 . Ua 


O.OX 


!)D.Ui% 


33. 3X 


36. 4X 


Day program staff 


oU . U 


AA / 




33.3 


50.0 


27.3 


Other staff 


/ n n 

HU.U 




ff.O 


DU.U 


33.3 


54.5 


Quality 














Satisfied 


100.0 


70.0 


100.0 


100.0 


1O0.0 


100.0 


Not satisfied 


0.0 


30.0 


0.0 


0.0 


0.0 


0.0 


Speech Therapist 














Provider 














Residence staff 


6.7X 


10. OX 


6.7X 


18.2X 


41. 2X 


10.5X 


Day program staff 


80.0 


50.0 


40.0 


80.0 


41.2 


31.6 


Other staff 


13.3 


40.0 


53.3 


10.0 


17.6 


57.9 


Quality 














Satisfied 


93.3 


90.9 


81.3 


80.0 


81.3 


80.0 


Not satisfied 


6.7 


9.1 


18.8 


20.0 


18.8 


20.0 



(table continues) 
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Type or services 1-4 5-6 1-4 5-6 1-4 5-6 

(N«27) (M=31 > (Ma24) <W=38> <N=23) (M»25) 



Professional Counselor 

Provider 

Residence staff 
Day program staff 
Other staff 

Quality 

Satisfied 
Not satisfied 

Psychologist 

Provider 

Residence sttiff 
Day program staff 
Other staff 

Quality 

Satisfied 
Not satisfied 

Social Worker 

Provider 

Residence staff 
Day program staff 
Other staff 

Quality 

Satisfied 
Not satisfied 



o.ox 


0 ox 






inn n¥ 


50. U% 


0.0 


0.0 


0.0 


66.7 


33,3 


25.0 


100.0 


0.0 


75.0 


33.3 


0.0 


25.0 


0.0 


0.0 


75.0 


55.6 


100.0 


80.0 


100.0 


Q Q 


9^ n 

CD • u 




n n 


^n n 


16. 7X 




1 0 • f ^ 




• 1 A 


13 •OH 


0.0 


0.0 


11.1 


7.7 


28.6 


10.5 


83.3 


60.0 


72.2 






n 7 

r J . f 


100.0 


80.0 


70.6 


84.6 


86.7 


94.7 


0.0 


20.0 


29.4 


15.4 


13.3 


5.3 


7.4X 


23.3X 


.»1.7X 


20. 5X 


68. 2X 


26. IX 


11.1 


13.3 


8.3 


13.2 


43.5 


30.4 


82.1 


66.7 


50.0 


68.4 


4.5 


60.9 


100.0 


100.0 


100.0 


84.2 


90.9 


95.7 


0.0 


0.0 


0.0 


IS. 8 


9.1 


4.3 



Mote. Totiils for who provided service may be greater than 100X if service was provided by n»re than one 
source. 

Table 5.30 summarizes respondents' perceptions of services needed but not received by sample 
menibers. Across all facility groups, most respondents indicated that no further services were needed 
by their residents. Approximately 10-30% of the respondents depending upon the particular facility type 
Indicated some need for additional outside service. Speech therapy was the specific service most 
frequently noted as needed, but not received, but only by 4% of the respondents. Respondents 
indicating that services were insufficient for their residents indicated that availability was the primary 
reason rather than financial reimbursement for provision of particularly needed services. 

In reviewing the various tables in this section, it is reasonable to conclude that the majority of 
respondents considered specialized community support services to be adequately available to the 
residents of their facilities. Respondents reported themselves to be reasonably well satisfied with the 
availability, timeliness, and quality of specialized support services in their communities. While problems 
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exist in providing necessary support to providers of these smalier residentiai faciiitles, ttie pattern of 
responses in this study suggested that in ilid vast majority of cases, respondents felt reasonably well 
supported in their efforts to provide for the needs of persons living in community residential faciiitles. 



Table 5.30 

Services Resident Needs But Does Not Receive 





Foster 


GrouD 


ICF-HR 




Type of Services 


1 H 


JO 


1 -4 




1 -L 


J o 






<N»65) 


(N>59) 


<N«47) 


<N*71) 


(Ns29) 


<N=33) 




None 


89. 2X 


86.4% 


74. 5X 


85. 9X 


89. 7X 


72. 7X 




Medical specialist 


J.I 


0.0 


2.1 


1.4 


0.0 


3.0 




Nutritional/dietician 


0.0 


1.7 


0.0 


0.0 


0.0 


0.0 




Occupational therapist 


0.0 


0.0 


2.1 


2.8 


0.0 


3.0 




Physical therapist 


0.0 


0.0 


0.0 


2.8 


0.0 


0.0 




Speech therapist 


1.5 


3.4 


8.5 


4.2 


0.0 


6.1 


47.56 


Professional cotanselor 


3.1 


1.7 


4.3 


0.0 


0.0 


3.0 




Psychologist 


0.0 


0.0 


2.1 


0.0 


0.0 


0.0 




Social worker 


0.0 


0.0 


0.0 


0.0 


3.4 


0.0 




Other 


3.1 


6i8 


6.4 


L8 


6i9 


12.1 




Total 


100.0 


100.0 


100.0 


100.0 


100.0 


100.0 
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CHAPTER 6 

INTEGRATION INTO THE UFE OF THE COMMUNITY' 

The goal of community l.itegration underlies much of the change that has taken place in 
residential services for people with men^l retardation in recent years. Still, relatively linie research has 
examined the extent to which current placement practices favoring physical movement of individuals to 
normal communities actually results in their integration into the life of those communities. Even less 
research has attempted to identify the factors that are associated with actual integration. This chapter 
uses data on the activities and experiences of sample members gathered in this study, as well as 
additional data gathered on a comparison group of 'average' Americans to examine the relative levels 
of integration of persons with mental retardation in community settings. This substudy sought to answer 
questions such as: Are residents of small foster homes, group homes, and ICFs-MR different than 
members of the general population in their degree of integration into the life of the community? If so, 
in what areas of conmunlty integration are they different and which residents of which facilities are most 
notably different? What non-resident variables are significantly associated with overall Integration into 
the life of the community? What variables account for differences in integration in four basic areas of 
integration (domestic, vocational-educational, recreation-leisure, and social) into the life of the 
community? 

Dependent Variables (Measures of Integration) 

Operational dofinitions of integration were built from and, therefore, constrained by the survey 
questions. 'Integration into the life of the community' in this study was defined as being all of the 
following: 

1 . involved to a 'normal' extent in the domestic -centered routines and activities of the 
community (e.g., cleaning house, shopping for groceries). Thus, an indiviriuai could be isolated 
in his or her home setting and yet integrated into the normal domestic routines of the 
community. Conversely an individual couid experience many recreational and other activities 
in the community in which he/she lived but not be integrated into the domestic routines of the 
community (i.e., not have a domestic lifestyle that involves routines that are standard for the 
individual's age and sex). 

'For a more detailed description of this substudy, see Gopher (1988). 
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2. Involved to a 'normal' extent In the vocational and educational -centered routines 
and activities of the community (i.e., educated u, working in a setting such as competitive 
employment, on-the-job-tralning, or regular class placement that involves equal status and 
contact with individuals who are not handicapped). 

3. making 'normal' use of community facilities and resources for the purpose of 
engaging in leisure or r ecreational activities (e.g., bowling, dancing, going out to eat, or 
'recreational' shopping). 

4. involved to a 'normal' degree in the social neuvork of the community (e.g., giving 
or receiving support, advice, or assistance). 

These four subdivisions each focused on a different purpose for behavior~\.e., whether the 
goals of behavior were primarily domestic, vocational and educational, recreational or leisure, or social. 

To determine professional and general agreement regarding the operational definitions, the 
above definitions along with explanatory comments, and lists of survey variables were first presented 
to five professors (special education, educational psychology, and community psychology), revised in 
accordance with suggested changes, and then pi t^-jented to six special education doctoral students e.nd 
four \)f Individuals to assess agreement on the proposed selection and categorization of sun/ey Items 
into the four components (domestic, vocational or educational, recreation or leisure, social). The first 
process required ^.vo piesentatlons of the definitions before agreement was reached. The second 
resulted In 100% agreement with the proposed categorizations for 11 Items, 90% agreement for 11 
Items, and 80% agreement for a single item, which ended up being deleted in the item analysis below. 

An item analysis was also undertaken to select Items that clustered for the components with 
more than two items representing them (domestic and recreation-leisure integration). The final domestic 
Integration scale of 10 items (1 original item was deleted) had an alpha coefficient of .90 and a cross 
validation alpha of .89. The final recreation-leisure integration scale of 6 items (3 original items were 
deleted) had an alpha coefficient of .72 with a cross-validafion alpha of .71. Table 6.1 shows the items 
selected to represent these definitions. Correlations among the items of aH four components showed 
that correlations within components were generally higher than correlations among components, 
suggesting that the four components measured different constructs. 
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Table 6.1 

Definitions and Item for the Dependent Variables: 
The Components of "Integration into the Life of the Conmunity" 



CocTPonent 



Coding 

Yes responses 
to items a-j 
were sunned. 



1. 



Domestic 
Integration 



Vocational 
Integration 



3« Leisure 
Integration 



Social 
Integration 



Does the subject regularly 
do or help with the following? 

a. laundry 

b. taking out the trash 

c. vacuuming I housec leaning 

d. mowing the lawn 

e. making or changing a bed 

f. food preparation or 
setting a table 

g. doing the dishes 

h. buying groceries 
1. cleaning own room 

J. cleaning rest of house 

Which (one) of the following 
does the subject regularly 
engage in?: 

a. on-the-job- training 
competitive efrployment 
regular classes in a 
regular school 
regular & special classes 
in a regular school 
staying home 
day activity center 
work activity placement 
sheltered workshop 
special class in a regular school 
special class in a special school 



b. 
c. 



e. 
f. 

g. 

h. 
i . 
J. 



Does the subject regularly 
(usually every week) perform 
or engage in the following?: 
a« going to the movies 

b. shopping 

c. swimming 

<fs bowling or other sports 

e. going to the park 

f« going to a sporting event 

Does the subject either: 
a« have anyone special to 
to whom he/she goes for 
advice or guidance? 
b« have anyone who depends 
on him/fier for advice, 
support, or assistance? 



Items a*d 
coded as 
integrated; 
items e-j 
coded as 
non- integrated 



Items a-f 
sunmed. 



Code a3 yes 
(integrated) 
or no (non- 
integrated) 



Independent Variables (Predictors of Integration) 

Based on a literature review and constrained by the data at hand, the following variables were 
selected as possible predictors of integration into the life of the community for people with mental 
retardation in residential facilities. 
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•age 
•sex 

•level of retardation (rated on a scale from 5-profound to 1 -borderline) 

•adaptive behavior score (based on a summation of the behaviors from a list of 1 1 that the 
subject performed Independently) 

•problem behavior score (based on a summation of the r^itings for a list of eight behaviors 
rated on a scale from 0- not serious- to 4- extremely serious) 

•number of family comacts 

•training of the care provider (survey respondent) 

•experience of the care provider (survey respondent) 

•programming in the residence (presence versus absence of programming for either self-care 
skills or community livi j) 

•staff turnover in the residence (rating of little-none versus high-medium) 

•facility type (family care home, group home, or ICF-MR) 

•facility size (number of residents) 

•case manager contact (number of visits to residence) 

•type of community (urban, rural,etc.) 

•type of neighborhood (homes, homes and apartments, etc.) 

•distance of the residence to a bus stop and to stores other than the grocery store 

•presence of •volunteers' who come for social activity or to tal<e the subject out 
Comparison Group of Average Amerlcant 

For the random sample of the general population, a listing of United States telephone area 
codes and prefixes was obtained (AT&T, 1985). Area code-prefix combinations were selected randomly 
from this list, and the four final digits for the phone numbers were selected from a random number 
table. Actual subjects for this survey were selected randomly from households upon placement of the 
phone calls. Calls were made from August 3rd to September 19th, 1987 when 100 questionnaires were 
completed. Phone numbers were tried at least three times on three different days, including one 
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weeknight and one weekend, or until an operator or some other person answered. People who were 
too busy to complete the questionnaire at the time of the call but willing to complete one at a later time 
were accommodated. The person who answered the phone was asked whether an adult (18 or older) 
In the household was willing to complete the sun/ey (serve as a respondent). If this was so, the 
respondent was then asked to list all household members' names or initials. Based on the order of 
listing, a number was assigned each person (fitst=1 , second=2 third:=3, etc.). A random number table 
was used to deteiTnine which household member would be the subject of the sun^ey. 

C. 298 households reached among 1,330 phone numbers dialed, 100 (33%) agreed to complete 
the survey. Those completing the questionnaires were from 35 different states. There were two or three 
completed questionnaires in most of these states. Six states had five or more individuals who 
completed questionnaires: California (8), Illinois (8), Florida (7), Texas (7), Maryland (6), and New York 
(5). 

Anafy9e9 

Four sets of analyses were undertaken. First, chi-square analyses and a t-test were done to 
check for differences between the residential facility samples and the sample of persons from the 
general population on independent variables (other than residential living arrangement and intelligence 
level). Second, multivariate analysis of variance and discriminant analysis were used to determine if 
there were significant differences among groups in regard to dependent variables (integration into the 
life of the community). Third, a canonical correlation was used to determine which independent 
variables were most highly associated with integration into the life of the community. Finally, multiple 
regression analyses were used to determine >he variance in each of the components of integration into 
the life of the community - (a) domestic integration, (b) vocational-educational integration, (c) recreation- 
leisure integration, and (d) social integration ~ accounted for by the independent variables. 

Group DitlBrencBt on Independent variable*. Table 6.2 compares the general population 
sample with the residential facility samples combined on variables that might predict Integration into 
the life of the community. A t-test showed no significant difference between the two groups in age. 
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similarly, chl-square analyses found no significant differences in gender, community type, or proximity 
to a bus stop. The only significant differences found to exist between the two groups were 
neighborhood type and distance from stores. The residential facility sample more often than the general 
population resided In areas with mixed homes and apartments or mixed homes and businesses, but 
less often resided in areas with primarily family homes, (4,N=428)=15.13, p < .05. The residential 
facility sample was also more often within 10 blocks of stores than was the general population sample, 
X2 (1,N=426)=17.7S, p < .05). 

Table 6.2 

comparison of General Population and Resfdentfal FaciUty sanples 
on Varfables That Mfflht Affect Integration 



Variable General Residential 

Population FaciUty 
Sarole . Sample 



*se: 3b. 70(20. 30) 

(meanCs.d.)) 



33.22(16.13} 



, , , 50.9% 54. OX 

(percent male) 



Proximity to bus stop 55. OX 

(closer than 1 mile) 

Proximity to stores 48. OX 

(closer than 1 mile) 

Comnunity type 

rural 27. OX 



64. 3X 
71. 5X* 



21. 3X 
11.9 
24.6 

18.0 15.5 



small town 9,0 
large town 19,0 



suburb 27.0 

Neighborhood type 

pr i mar i ly f ami ly homes 82. 8X 

mixed homes and apts 8,1 

primarily businesses 1,0 

mixed business and residential 4.0 



other 



26.7 



71. IX* 
13.7 
0.0 
13.7 



^■0 1.5 



• p < .05 

Group diffetences on dependent variables (Integration). Comparison of integration into the 
life of the community among the four groups using a multivariate analyses of variance indicated that 
there was a significant difference among the four groups, F(1 2,91 5.72) =47.63, p < .001. The first of 
three significant discriminant functions reflected better vocational(and educational) -social integration on 
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the part of members of the general population than on the part of all three groups of people in 
residential facilities. The second discriminant function, comprised mostly of domestic, but also of 
recreation-leisure items, showed poorer domestic and somewhat poorer recreation- leisure integration 
on the part of family care residents compared to the other three groups and high domestic and 
relatively high recreation-leisure integration on the part of group home residents. (The general 
population received high domestic integration ratings, but relatively low recreation- leisure integration 
ratings, while ICF-MR residents received high leisure but relatively low domestic Integration ratings.) The 
third discriminant function could be labeled 'good recre«tion(and leisure)-social Integration," with a 
heavier weighting on good leisure than good social integration. This significant discriminant function 
reflected ICF-MR residents* higher r^ ings on rer<^eation-leisure integration than the other three groups 
and slightly higher ratings on social integration than the family care and group home residents. Each 
group's raw scores on the four separate integration variables are shown in Table 6.3. 

Table 6.3 

Conparison of the General Population, Foster Hooei Group Home, and ICF-MR Samples 
on the Four ConfX>nent8 of "Integration into the Life of the Cormunity*' 



Integration 
component 



Group 



general 
popu- 
lation 



f an.i ly 
care 



group 
hotne 



ICF-MR 



F for 
one-way 
ANOVA 
for each 



Domes <::c 


.81(.31) 


.44(.33) 


.79(.32) 


.67(.35) 


30.93* 
(N-424) 


Vocational- 
educational 


.78(.42) 


.05<.21> 


.05(.22) 


.02(.13) 


190.56* 
(N=416) 


Recreation- 
leisure 


.62(.27) 


.64(.32) 




.85(.19) 


13.09* 
(N-404) 


Social 


.82<. '9) 


.20(.40) 


.21(.41) 


.24(.43) 


42.25* 
(M=395) 



*p .0001 

PredlctOit of Commu, Integration 

Overall. Examination of factors associated with overall 'integration into the life of the community* 
using a canonical correlatioti analysis and Rao's F-approximation to test the obtained Wilks' lambda 
revealed two significant canonical correlations. The first canonical correlation between the first canonical 
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variate of overall integration and the first canonical vallate of the independent variables was found to 
be .70, F(1 44,934.64) =2.40, p < .001; the second canonical correlation between the second canonical 
variate of overall integration and the second canonical variate of the independent variables was found 
to be .52, F(1 05,951 .90) =1.38, p = .01. In other words, 50% of the variance was shared by the first 
pair of canonical variates and 27% of the variance in the residuals from the first pair of canonical 
variates was shared by the second pair of canonical variates. The first canonical correlation primarily 
represented an association between high scores on domestic-recreation(and leisure) integration (with 
heaviest weighting on domestic integration) with group home placement, greater adaptive behavior, less 
severe retardation, and neighborhoods comprised of mixed homes and apartments. The second 
canonical correlation primarily represented an association between low scores on recreation (and leisure)- 
vocationai integration (with heavier weighting on leisure integration) and less frequent case management, 
family care placement, and increased resident age. 

In completing several regression analyses, independent variables were entered in four steps: 

1. Resident characteristics: age, sex, level of retardation, adaptive behavior score, and 
maladaptive behavior score 

2. Characteristics of the small group setting: care provider training and experience, formal 
habilitation training programs within the residential facility, staff turnover within the residential 
facility, and resident's contact with family 

3. Characteristics of the residential facility organization: facility size and type 

4. Community characteristics: neighborhood type, community type, proximitv to community 
facilities, benefactor presence, and case management 

In this way, smaller scale variables (i.e., those characterizing smaller units, which were entered earlier) 
were cumulatively controllea (held constant) in examination of larger scale variables (which were entered 
later). 

Domestic integration, Results of the regression analysis that was used to examine factors 
specifically associated with domestic integration are presented in Table 6.4. Independent variables 
accounting for at least six percent of the variance in scores (R-square change) included severity of 
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Table 6.4 



Regression Analysis Sumnary Table for the Associaticn Between 
Domestic Integration and the Selected Independent Variables (N>:324) 



STE? A. INDIVIDUAL LEVEL VARIABLES 

1. Age 

2. Sex 

3. Level of retardation 

Leve' of retardation missing 

4. Adapii ^ behavior 
Adaptive behavior missing 

5. Maladaptive behavior 

STEP B. SMALL GROUP LEVEL VARIABLES 

6. Care provider training 

Care provider training missing 

7. Care provider experience 

Care provider experience missing 

8. Staff turnover 

Staff turnover missing 

9. Privjramming 
Progranning missing 

10. Family contjct 
Family contact missing 

STEP C. ORGANIZATIONAL LEVEL VARIABLES 

11. Facility type 

Family care 
Group home 
ICF~KR 

12. Facility size 
Facility sfze missing 

STEP D. CCMtJNItT LEVEL VARIABLES 

13. Neighborhood ty-* 

Primari ly fai y homes 
Mixed homes afkj apartments 
Mixed business and residential 

14. Cocnmunity type 

City 
Suburb 
Large town 
Small town 
Rural 

15. Proximity to conmunity facilities 
Proximity missing 

16. Presence of benefactor 
Presence of benefactor missing 

17. Case management 

Case nwnagement 

TOTAL 



R* 
Change 



Sinple 
Correlation 



.012* 
.013* 
.057* 

.056* 

.009* 

.007 

.058* 

.013* 

.010* 

.010* 

.081* 

.006 
.014* 

.008* 



.000 
.012* 
.016* 
.38 



.12 
-.15 
-.32 
.23 
.40 
.00 
-.00 

.12 
.00 

-.24 

-.12 
.13 
.14 
.11 

-.04 
.10 

-.05 



-.44 
.38 
.08 

-.11 
.05 



-.00 
.14 
-.14 

.02 
.03 
.0! 
.01 
-.09 
-.07 
.06 
.03 
.10 
-.14 
-.05 



*.05 R CHANGE : .008 



retardation, adaptive behavior, care provider experience, and facility type. Based on the simple 
correlations, less severe ."etardation, greater adaptive behavior, less care- provider experience, and 
group heme residence were associated with greater domestic integration. Other independent variables 
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that accounted for a significant proportion of the variance in domestic integration scores included age. 
sex, family contact, programming, staff turnover, benefactor presence, community type, neighborhood 
type, and case management. Based on the simple correlations, older age, being male, more family 
contact, habilitation programs In the facility, greater staff turnover, benefactor presence, nonrural 
residence, mixed home-and-apartment neighborhoods, and less frequent case manager visits were 
associated with greater domestic integration. 

Vocational-educational Integration. Results of the regression analysis that was used to 
examine factors specifically associated with vocational-educational integration are presented in Table 
6.5. Independent variables that accounted for a significant proportion of the variance in recreation- 
leisure integration scores included frequency of case management and staff turnover. Be-^ed on the 
simple correlations, rr^ore frequent visits by a case m .nager and less staff turnover were associated 
w':h less vocational-educational lntegra'.;on. 

Recreation-leisure integration. Results of the regression analysis that was used to examine 
factors specifically associated with recreation-leisure integri .n are presented in Table 6.6. Independent 
variables that accounted for a significant proportion of the variance in recreation-leisure integration 
scores included adaptive behavior, habilitation programs in the facility, facility type, neighborhood type, 
case management, and caie provider experience. Based on the simple correlations, adaptive behavior, 
programming, ICF-MR residence, neighborhoods of mixed business and residences, increased case 
manager contact, ana less care provider experience were associated with higher ratings on recreation- 
leisure integration. 

Social Integration. Results of the regression analysis that was used to examine factors 
specifically associated with social integration are presented in Table 6.7. Independent variables that 
accounted for a significant proportion of the variance In social integration scores included family contact, 
frequency of case management contacts, severity of retardation, and adaptive behavior. Based on \,\e 
r.imple correlations, increased family com less frequent case manager visits, less severe retardation, 
ar J greater adaptive behavior were associated with greater social integration. 
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Regression Analysis Sunmary Table for the Association Between 
Vocational -Educational Integration and the Selected Independent Variables 



fr Simple 

Change Correlation 

STEP A. IWIVIDUAL LEVEL VARIABLES 

1. Age .002 .08 

2. Sex ,001 .04 

3. Level of retardation .001 .02 
Level of retardation missing -.02 

4. Adaptive behavior ,008 .02 
Adaptive behavior missing .08 

5. Maladaptive behavior .002 .05 
STEP 8. SHALL GROUP LEVEL VARIABLES 

6. Care provider training ,002 .01 
Care provider training missing -.03 

7. Care provider experience .001 .05 
Care provider experience missing -,04 

8. Staff turnover ,014* -.06 
Staff turnover missing ,11 

9. Programming .003 -.10 
Programming missing -.03 

10. Family contact ,001 -.04 
Family contact missing -.02 

STEP C. 0RQANI2ATI0NAL LEVEL VAKJABLES 

11. Facility type .004 

Family care .06 
Group home -,05 
ICF-MR -.01 

12. Facility size ,000 -.03 
Facility size missing -,02 

STEP 0. CCIMMITY LEVEL VARIABLES 

13. Neighborhood type ,003 

Primarily family homes .03 
Mixed hi^-nes and apartments .03 
Mixed business and residential -.06 

14. Community type .008 

City -.02 
Suburb .09 
Large town -,09 
Small town «05 
Rural .00 

15. Proximity to ccflmunity facilities ,009 .02 
Proximity missing -,03 

16. Presence of benefactor .002 .03 
Presence of benefactor missing -.03 

17. Case management .013* .03 
Case management missing -,04 

TOTAL ^QS .28 



*.05 R^ CHANGE > .012 
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Table 6.6 



Regression Analysis Sumnary Tabl<; for the Association Between 
Recreation- Lei sure Integration and the Selected Independent Variables 



R^ Sinple 

Change Correlation 

STEP A. INDIVIDUAL LEVEL VARIABLES 

1. Age .006 -.04 

2. Sex .003 -.03 

3. Level of retardation .003 -.08 
Level of retardation missing -.03 

4. Adaptive behavior .067 .24 
Adaptive behavior missing •.OO 

5. Maladaptive behavior .000 -.05 
STEP i. SMALL GROUP LEVEL VARIABLES 

6. Care provider training .003 .03 
Care provider training missing .02 

7. Care provider experience .021* *.08 
C6re provider experience missing -.05 

8. Staff turnover .010 .04 
Staff turnover mibsing ,08 

9. Programming .041* .17 
Programming missing .06 

10. Family contact .003 .04 
Family contact missing -.05 

STEP C. ORGANIZATIONAL LFVEL VARIABLES 

11. Facility type .036* 

Family care -.19 

Group home -.01 

ICF-MR .24 

12. Facility size .002 .03 
Facility size missing .03 

STEP D. CCmJNITY LEVEL VARIABLES 

13. Neighborhood type .030* 

Primarily family homes -,11 

Mixed homes and apartments ^.lO 

.fixed business and residential .05 

14. Community type .009 

City .04 

Suburb ,00 

La*- )e town ,02 

'imall town -.04 

Rural -.02 

15. Proximity to community facilities .006 -.02 
Proximity missing -.11 

16. Presence of benefactor .002 -.03 
Presence of benefactor missing -.00 

17. Case mar^agement .017* .10 
Case management missing IQ 

TOTAL J6 ,51 



*.05 R"" CHANGE > .012 
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Table 6.7 



Regression Analysis Summary Table for the Association Between 
Social Integration and the Selected Independent Variables 







Simple 




Change 


Correlation 


STEP A. INDIVIDUAL LEVEL VARIABLES 






1 « Age 


.006 


.05 


2. Sex 


.000 


-.06 


3^ 1 ^w#l nf r#tiirdjit{An 


.019* 


-.18 


Level of retardation missinfl 




-.07 


4 AdflDtive behavior 


.012* 


.15 


Adaotive b^avior missina 




.04 


5. HaLadaDtive behavior 


.004 


.03 


STEP B. SMALL GMUP LFVEL VARIABLES 






6. Tara Drovtder trainina 


• 004 


-.01 


Care Drovider traininQ mlbsina 




.02 


7. Care Drovider exoerience 


.003 


-.10 


Cara Drovider exDer ience riiifi&ina 




-.05 


8« Staff turnover 


.000 


-.01 


Staff turnover missing 




-.01 


9 Prooraimino 


.003 


.03 


Proaramnirio inissina 

■ f ^9 ' ^^W** 1 ' '^p Vlf V w 9 i 1 1^ 




-.06 




.041* 


.26 


Familv rfir\ttift mifis^na 

r mil 1 % ^ bUfiWQww iiiP09iii^ 




-.04 


STEP C. ORGAN 1 2AT I DUAL LE<^L VARIABLES 






11 FaciLitv tvoe 


.000 




Fami lv cara 




-.02 


ui \A<^ iimiic 




.09 


iCF-MR 




-.08 


17. FaciL{tv size 


• 001 


.02 


FaciLitv Bi2a missino 




.01 


STEP D« CQMNUNITY LEVEL VARIABLES 






13* Neighborhood type 


.009 




Primarily family hocnes 




-.03 


Mixed homes and apartments 




.06 


Mixed business and residential 




-.02 


1A CrMfflunitv tvnA 


.002 




City 




.05 


Suburb 




-.05 


Large town 




.12 


Small town 




-.04 


Rural 




-.10 


15. Proximity to coimjnity facilities 


•007 


.02 


Proximity missing 




-.02 


16. Presence of benefactor 


.001 


-.00 


Presence of benefactcr missing 




-.02 


17. Case management 


.022* 


-.00 


Case manaaefnent missing 




.0. 


TOTAL 


.14 


.37' 



*.05 R CHANGE > .012 



Summary 

The results of these analyses indicated that people in small 'Residential facilities were generally 
not as well integrated into the life of the community as were members of the general population. The 
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absence of differences in age. sex. community type, and proximity to a bus stop as well as the closer 
proximity of residential facilities tr. stores (and probably other leisure sites) support attribution of these 
differences to living arrangement, to differences in adaptive behavior and intelligence, and/or to 

interaction between these factors. 

The differences between people in residential facilities and the general population In integration 
into the life of the community was particularly evident for vocational-educational and social integration. 
These might be considered the more intellectualty-demanding components of integration as measured 
in this study, but they are also the ones In which -integration- is most dependent on acceptance of 
community facility residents with mental retardation by nonhandicapped members of the community, 
in these areas, ail three groups with handicaps lagged far behind the general population. In addition, 
on domesticrecreatlonCand leisure) integration, which might be labeled the more activity-oriented 
components of integration as measured in this study, foster home residents scored lower than the 
general population. As a whole, the group comparisons suggest that, if integration is to continue to be 
a goal of the community residential experience inten/e.ition will be required at the societal level 
(Increasing acceptance of the worth and potential of people with mental retardation), at ihe facility level 
(increasing expectations for and commitment to providing integrated activities), and at the individual level 
(increasing skills to participate in and benefit from integrated activities). 

To summarize briefly, this investigation indicates that, although some small facility residents 
a^e reasonably well Integrated in some respects (e.g.. the average group home resident has about as 
much domestic responsibility as measured in this study as the average member of the general 
population), there is generally a large gap between small facilrty residents and the general population 
in regard to the extent of integration into the dail/ life of the community. This gap grcms wider as 
residents' cognitive and behavioral impairments become more severe. Because so little research has 
been done in this area, replication and refinement of this general type of study is needed. But 
uncovering ways of identifying and promoting factors associated with integration through oolicv. training, 
public awareness and other appropriate means is obviously most critical io efforts to remediate the 
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situation identified in this study. Research and demonstration In these areas should contribute to the 
effort of bringing this society closer to its goal of integration by maidng subgroups of small facility 
residents more a part of the life of the communitl ^s In which tiiey live. 
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CHAPTER 7 
SUMMARY AND CONCLUSIONS 

This report has described the results of a study of 'household scale' residential placements 
for persons with mental retardation (i.e.. laciltties' witli 6 people or less). Households of this size are 
occupied by about 93% of the ctviiian, noninstltutionaiized, population of the U.S. National statistics 
show residential placements of this size to be the most rapidly growing out-of-home options for persons 
with mental retardation. Increased use of these small, household scale settings reflect greatly 
expanded efforts to return and/or maintain people with mental retardation In the community.' On June 
30. 1988, states reported approximately 90.000 persons with mental retarjdtion in placements with 6 
or fewer other persons with mental retardation. V^as comoares with about 33,000 on June 30, 1982 
and just over 20,000 on June 30. 1977 (Lakin, Hill, & Bruininks, 1985; White, Lakin, & Bruininks, in 
preparation).. 

Enormous strides have been made In the past several years to assure increased opportunities 
for persons with mental retardation to experience a physical presence in the communities of the United 
States. The present study indicates that in many superficial, but still significant ways the physical 
integration of persons with mental retardation through the expansion o: community housing is 
progressing in desirable ways. For example over 80% of the community living arrangements sampler', 
in this study are single family homes. Over two-thirds of these homes are located in neighborhooGS 
primarily made up of other single family homes. The homes in multiple family units were usually in 
neighborhoods of mixed residential and business areas or mixed single and multiple-family settings and 
these, as would be expected, were usually found in urban areas. Equally important, this study has 
shown that opportunities for living in community based, household scale settings are being increasingly 
afforded to persons with all levels of mental retardation and all types of related conditions. For 
example, this study yielded estimates of about 12.000 persons with profound mental retardation in 
facilities of 6 or fewer residents nationwide at the beginning of 1 987. This compares with about 4,000 
in 1982. in addition nearly 10% of the residents of the facilities in this study wero reported to have 
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medical problems requiring at least monthly visits to a physician. Therefore, while residents of these 
small community facilities were on the average less severely impaired than residents of larger public 
and private facilities (Lal<in, Hill, & Chen, 1989), this study found many persons with severe 
developmental, behavioral and health problems getting along quite well, demonstrating the feasibility 
of community-based housing for individuals with all types and degrees of disability. 

But opportunities to live in relatively typical homes in relatively typical neighborhoods are only 
the beginning of community life. Physical presence in community housing is obviously a necessary 
condition to community life, but 'or most persons life In a community implies other broader and more 
interpersonal aspects of daily life, relating to the relationships, interdependencies, and expectations that 
come to define communities. It is clearly the case that providing persons with mental retardation with 
opportunities for community living in a broader sense is considerably more challenging than merely 
finding community housing. It is also clearly the case, based on data gathered in this study, that 
Individual facilities and ev ■ qeneral types of facilities vary considerably in their success in responding 
to this challenge. 

It may be argued that the challenge of providing high quality community living experiences to 
people with mental retardation involves at least 5 basic aspects beyond providing mere physical 
proximity to others in the community. The5 a aspects include: 1) protecting of basic health and safety, 
Including provisions for the basic ingredients of e >od health (appropriate medical and dental care, 
proper exercise), physical safety, and monitoring of well-being; 2) providing for personal growth and 
development, including experiences and direct teaching related to learning new skills and cor.cepts that 
enhance personal competence and to developing and fulfilling personal interests; 3) djveloping, 
maintaining and expanding social relationships, including casual interactions with other people, 
participatioii in activities wlih other people, and ongoing relationships with friends and family; 4) 
providing opportunities and expectations for valued community participation, through valued roles within 
the community such as worker, consumer and neighbor, and in turn providing the respect that derives 
from fulfilling such roles; and 5) assuring appropriate opportunities for personal autonomy that permit 
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development and expression of independence and individuaiity within the standards of the community. 
This study attempted to gather Information on these more complex and arguably more important 
aspects of community living for persons with mental retardation In community-based housing 
arrangements. Some of these findings and their Implications Include those summarized below. 
HeaHh and Safety 

The ability of community facilities to provide for the basic health and safety of their residents is 
one of the most frequently noted concerns of parents whose offspring aie being considered for 
community placements (Conroy, 1985). Obviously a survey cannot determine the quality of health 
services provided to persons in community settings; however, it was noted that the persons with mental 
retardation in the facilities studied had considerable monitoring of their basic health. Of 320 total 
sample members whose medical care usage was reported, only 2 (or 0.6%) had not seen a physician 
within the previous 12 months. Over two-thirds of all sample members had seen a physician at least 
3 times In the past year. Satisfaction of care providers with the medical services available to these 
residents was ovenwhelmingly positive, with about 85% indicating satisfaction and no notable problems 
In the services received. All but 3% of the remainder reported general satisfaction despite some 
problems in medical services. Similarly dental care was available to and used by all but 5% of 
residents within the previous 12 months. Other health specialists were used less frequently, but 
respondents seldom (less than 10%) indicated that specialized health services were needed. With the 
exception of occupational therapy, careproviders reported general satisfai" ion with the quality of 
specialized health related services. 

Case managers have a primary responsibility in assuring health and safety of residents of 
community living arrangements. About 93% of residents in this sample were reported to currently have 
case managers, with 95% of residents reported to be visited at least twice a year by their case 
managers. A majority reported monthly or more frequent contact with case managers. About 68% of 
careproviders indicated they felt the case manager understood their residents' needs, abilities and 
problems "veiy well,' as compared with just 4% indicating these were understood "not at all.' In general 
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case managers were reported to seek information about a wide range of needs of both residents and 
their careprovlders. But frequently careproviders found case managers to be nonresponsive to the 
careproviders' needs for specific assistance, support and training, and uninvolved in the development 
and monitoring of individualized training activities. 
Personal Growth and Development 

An important role of community living experiences is to enhance the personal growth and 
development of residents. Community living should and generally does enhance the development of 
community living skills of residents. Skills are enhanced through direct teaching within residential, 
vocational and day program and through participation In the activities and routines of community living. 
With respect to the latter, the community facility residents in this sample were quite active in 
community-based activities, despite the fact that over 80% of residents were reported to require 
accompaniment or supen/ision for activities outside the residence, in fact, the participation in 
recreatlon->3isure activities of the sample of persons with mental retardation in community settings was 
actually higher than among the comparative sample of non-handicapped community menibers. 
Particularly interesting In this area, w^ the positive association between living in a mixed 
residential/business area and recreation and leisure activity participation. In short it was noted that 
people in neighborhoods where there Is more to do tend to do more. 

While planned activities in the community were quite evident among members of the sample, 
the highest rate of leisure-recreation activities were generally passive, as opposed to active activities 
(see Table 4.26). These activities included watching television (89%), taking rides (54%) and attending 
religious services (61%) at least on a weekly basis. These rates compare quite closely with those for 
persons without disabilities. Approximately 50% of sample members engaged In regular walking of 
physical exercise. These patterns of activity do indicate participation in community environments, but 
obviously a strong case can and should be made for greater locus on less passive leisure activities for 
persons who live In community-based residential facilities (just as the case is frequently made for 
members of the society as a whole). 
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While recreation and leisure participation compared favorably to the general population, , 
participation In those domestic activities essential to maintaining a home in the community did not. 
Domestic participation was generally lower, among persons in residential facilities than among the 
sample from the general population; it was particularly low among residents of foster care homes. 
Formal out>of-home day programs of vocational or developmental habilitation or gainful employment 
were participated in by 95% of sample members. For over 95% of residents these programs and jobs 
involved five or more hours per day; over 95% of residents participated 5 or more days per weel<. 

In addition to activities providing for personal growth and development, persons with mental 
retardation in community living arrangements require careproviders who are qualified, committed and 
stable enough to foster that development on an ongoing basis. Careproviders in foster care homes 
were distinctly different than those in the group homes and small ICFs-t^R. Careproviders in small 
group homes and ICFs-MR tended to be young (over 75% are 36 years or younger), female, and to 
have had post-secondary education. Foster care providers on the other hand tended to be older (over 
two-thirds are 47 years or older, primarily couples who had not gone beyond high school). Despite 
these general differences the care providers interviewed were similar in that about half tended to have 
prior experiences with persons with mental retardation before taking the job, and that they tended to 
see satisfaction for caregiving and/or teaching as the primary reason for being a direct careprovider. 

Training for careproviders in areas of importance to their function was neither universal nor 
consistent across settings. Foster parents reported considerably lower frequency of required pre- 
service training (about 54%), perhaps related to the fact that they had on average accepted their role 
about 13 years before the survey as compared with about 5 years for respondents from other types of 
facilities. Fewer foster care providers than group home staff reported having received inservice training 
in the past year, although foster care parents who did receive training reported more training than did 
careproviders in the small group homes and ICFs-MR. Overall foster care providers averaged about 15- 
18 hours of training in the previous year, while care providers in other facility typos averaged 28-35 
hours during the year, although again variability in training required and received was notable. 
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In general, careprovlders receiving training were positive to ambivalent about i»s usefulness. 
About 70% of all respondents indicated that 'most' of the training they received was useful. 
Interestingly, when asked in an open-ended format what. If anything, would help them be better 
careprovlders, the staff of group homes and ICFs-MR most often mentioned some form of training, but 
none of the foster care respondents did, even though fostar care providers averaged considerably less 
training. While more consistent training appears needed for all direct care staff, Including both pre- 
service and In-sen/ice training, there seems particular need to focus on the role of training in foster care 
settings. Fosiar care providers received relatively little training and obviously had lower regard for its 
benefits, yet there were indicators of need. They were considerably less likely to Involve their foster 
family members in domestic activities than were staffed facilities; foster family respondents were much 
less likely to see 'promoting independence and dignity' as one of the most important aspects of their 
roles. While there is obviously much for which foster care arrangements can be commended. It also 
seems Important to assure appropriate orientation and skills for fostering personal grovrth and 
development on the part of these providers: On the other hand, there is obviously a delicate balance 
between what might be desired and what may be expected given t(^e small payments tor foster care. 

Inadequate consistency in staff training in community based living arrangements is exacerbated 
by what was considered medium to high staff turnover in about half of the staffed facilities. A majority 
of those and other facilities noted problems in hiring replacement staff. Over a third of all facility 
respondents noted one or more of the following as associated with this diff'culty: finding qualified staff, 
finding rellabk 3taff, finding staff willing to work for available wages, findinp staff willing and able to 
work the hours needed. Of course, such problems are ultimately strongly affected by the funding 
available to facilities which are for the most part translated into wages for careprovlders. 

The recruitment, training and retention of personnel is obviously a critical problem in 
community-based residential progranTs. The extent of preservice and Inservice training reported in this 
study seems inadequate in relationship to the challenges of providing appropriate opportunities for 
personal growth, development and community participation. For example, the restrictions on 
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admissions and decisions regarding demissions in tliese programs often cited difficulties In managing 
challenging behaviors of persons with mental retardation. Expanding opportunities for community living 
will apparently require greater attention to providing needed training for care personnel, training that 
leads to higher skills, and as well as associated advancement in compensation and responsibility'. 

Related to challenges in training Is the recruitment of personnel. This problem will become 
increasingly acute in the recruitment of family care providers. The age profile reported in this study for 
foster care providers indicates that nearly 50% will reach age 65 or older in the next decade. This 
recruitment problem will be exacerbated by the decre&sing number of households witi. adult members 
not in the work force as well as the anticipated declining numbers of available service workers after the 
year 2000 (Gr&..D, 1989). Increasing the attractiveness of providing foster care through higher 
reimbursement rates, supplemental tax incentives, housing subsidies or other means will be needed If 
states hope to contain the costs of residential services and even maintain the present number of foster 
care providers, much less expand access to this relatively well integrated and inexpensive model of 
care. 

Social Relationships 

In recent years there has been increased attsntlon to the importance of social relationships to 
persons with developmental disabilities (O'Brien, 1987; Taylor, Biklin, & Knoll, 1987). Findings from both 
qualitative and quantitative research have documented that community housing by no means 
guarantees the establishment and maintenance of social and interpersonal relationships with other 
menbers of the communit; '. In tc ' social isolation has been a common theme in research on persons 
living in community settings. This study documented the same basic patterns on a broader base. For 
example, this study found that 60% of people living in community facilities had no person in their life 
that the careprovider would characterize as a friend," defined as someone other than a relative or staff 
with whom the individual enjoyed spending time. A minority of residents were indicated to have more 
thPH one friend. Furthermore, It seemed that many careproviders lacke ' understanding and 
appreciation of the importance of socia! relationships in the lives of persons with developmental 
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disabilities. For exampie. not oniy did careprovlders report that about 40% of residents had no friends, 
they reported that over half these individuals were "satisfied" to have no friends. 

This study confirmed early findings (BIrenbaum & Selffer, 1976; Malin. 1982; Wilier & Intagliata, 
1984) that the most common primary friendships for persons In community residential settings are other 
persons with developmental disabilities, in almost three-fnurth of cases a peer in tlieir residence or day 
program. Facility staff or members of the foster family were reported to make up the bulk cf the 
primary friendships of the remaining residents. Of course. It should be no surprise that persons with 
mental retardation draw their friendships out of their residential and work environments; this is true for 
many, if not most, persons without handicaps as well. Although It was found that persons with mental 
retardation In community residence.*^ have a much more limited social life than persons in the 
nonhandlcapped community member sample, and that as the individual's cognitive abilities (i.e., IQ) and 
adaptive behavior skills decrease so do the number of social relationships, community living did 
contribute to the social relationships of sample members. 

A substantial majority of community resid ints have met one or more of their neighbors. About 
30% of the sample had been invited to a neighbor's home, although only 13% had visited a neighbor's 
home unaccompanied by staff/foster family members. Most neighbors were reported to receive 
residents in neutral or friendly manner, but much is left to be accomplished in facilitating and sustaining 
relatlc^ships between facility residents and other members of the neighborhood and broader 
community. It may have been once assumed that acceptance and social integration would naturally 
evolve from living in small community settings, but given the reported leveh of social integration of 
people who on the average have lived In their current home for an average of 6 years, this expectation 
was simply not supported by this research. Clearly, social integration needs to be addressed more 
proactively through staff training, public awareness activities, promotion of volunteer relationships, 
maintaining preexisting social networks, and other demonstrably or potentially effective efforts. 

Of course, families represent the single most important social relationships in most peoples- 
lives. Among residents with known family, less than 20% have no visits with them. On the other hand 
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only about 20% of the sample Is reported to go ^o a relative's home monthly or more often and less 
than 15% are reported to be visited at their residence once per month or more often. Distance was not 
a primary impediment; over two-thirds of residents had the closest family member within two hours 
drive. Receptivity on the pan of residents Is not a factor, about half of all residents would in the 
judgment of care providers er.joy more contact. For about one third of all residents staff felt more 
should be done to Involve families more actively In the lives of the member with mental retardation. 
Increased communication and making it easier to visit were the most frequently mentioned ways of 
increasing Involvement. Foster family residents were considerably less frequently visited by family 
members, but were perceived much less frequently to want more contact. It Is likely that the special 
situation of foster care with the resident living in someone else's home for a long period of time may 
complicate perceptions of the importance of the natural family in both its traditional social and 
advocacy roles. 

Valued Community Participation 

Being part of a community means participating in the community, contributing to the 
community, and benefitting from the resources and social institutions of the community. Much of the 
impetus for community living has been an assumption that K leads naturally to increased participation 
in culturally typical activities and relationships and increased use of community resources and services. 
These experiences in turn permit more normal patterns of development and more normal concepts of 
the culture. Equally important is the assumption that living In culturally typical housing, engaging in the 
productive activities associated with one's age, participating in typical leisure, social, cultural, economic 
and related roles, and having friends and associates who are recognized members of the community, 
increases the status and acceptance of persons with developmental disabilities. 

Considerable research has shown the community participation of persons living in small 
residential settings to be i.\ucii higher than persons living in institutional settings (Conroy & Bradley, 
1985; Hilt & Bruininks, 1981; Horner, Stoner, & Ferguson, 1988; O'Neil et al, 1981). This research also 
found much higher rates of community involvement of sample numbers than has been shown in studies 
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of Institutional populations (Hill & Bruininks. 1981; Horner. Stoner. & Ferguson, 1988). Within the 
sample factors associated with higher relative rates of community participation included higher adaptive 
behavior scores, higher IQs. living in facilities other than foster homes, having carepioviders who 
perceive promoting independence and respect as a key part of their role, living in facilities in mixed 
residential/business areas, and having greater amounts of contact with case managers. 

Of course, the opportunities for participation provided by one's community are just one factor 
influencing the actual amount of engagement. It is also the case that different people given equal 
opportunities for participation will choose different rates and types of participation, and will often 
voluntarily change their participation over time (Birenbaum & Re. 1979). For these reasons, it is 
important that research on community living move beyond static descriptive studies such as this one. 
to include qualitative and/or longitudinal studies that begin to document the evolution of citizenship 
end community involvement of persons with developmental disabilities over time in the community. 

In addition to valued participation in the community, involvement in maintaining one's own 
domestic environment is an important aspect of citizenship for persons with developmental disabilities, 
in this area. too. it is well documented that the levels of involvement of people in community settings 
is well above those in institutional settings (Anderson. Lakin. Bruininks. ^ .i,ii. 1987; Homer. Stoner. & 
Ferguson. 1S88). In this study the majority of community residents were found to be engaged in a 
range of domestic tasks. However, domestic involvement varied substantially from faciiity-to-facility and 
was clearly associated with three broad factors: 1) severity of handicap of residents. 2) attitudes and 
length of service of cereproviders (i.e.. the longer the employment of staff, the less the involvement of 
residents): and 3) type of facility (i.e.. foster homes provided much less involvement in domestic tasks). 
These findings suggest that 'efficiencies' that might be characterized by 'its easier to do it myself can 
come to prevail over time in residential settings, and that they are particularly likely to happen where 
residents need more training and support to participate in domestic tasks, and/or where the home is 
less likely to be seen as habilitative in purpose in addition to being a home. Clearly, increased 
expectations and staff training are needed to encourage and develop domestic skills use among 
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community residents, especialty those with more severe limitations. Minimally thir should include 
ensuring that 1) new careproviders enter their jobs with training that emphasizes the importance and 
b&3ic strategies for promoting resident involvement in appropriate domestic tall<s, 2) older providers 
are given updated training with this same focus, and perhaps incentives for involving persons with more 
severe impairments in domestic tasks, 3) technical assistance and inservice training are provided 
speciflcalty on the performance of domestic tasks, including modifications of tasks to accommodate 
individual members of the household, and 4) expectations are clearly established that people in 
community residential environments should be included in maintaining those environments. 
Personal Autonomy 

Personal autonomy includes areas such as independence, self-expression, and choice-making. 
The discovery and descriptions of the absence of such culturally valued opportunities In institutional 
settings have been among the more potent incentives to develop community based settings (Braginsky 
& Braginsky, 1975; Goffman, 1961). Again, it has been consistently found that community facilities are 
on thci average considerably superior to institutions in granting and promoting personal autonomy 
(King, Raynes, & lizard, 1971; Rotegard, Hill, & Bruininks, 1983; Silverstein, Mcl.^in, Hubell, & Brownlee, 
1977). In general this study found that most residents in community facilities were provided 
opportunities for choice and self-expression, but again there was evidence that many people were 
provided fewer of these opportunities than they probably ought to have been provided. For example, 
while a majority of residents (58%) were reported to be able to select the clothes they wore each day, 
10% of careproviders said they made the decision exclusively by themselves. A total of 15% of 
careproviders said that they alone determined the decoration of the sampled resident's room, although 
40% reported that room decoration was entirely at the discretion of the resident. A substantial majority 
of residents were in settings that permitted individualization of nighttime hours, but less than one-third 
of residents in facilities where overnight staff slept were permitted to stay up after the staff member 
went to fc>ed. A minority of adult residents who shared bedrooms were given the opportunity to select 
their roommates, much less to decide if they wanted roommates. Despite the limitations on autonomy 
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and important choice-making in the lives of peopie In residential settings no staff members saw a 
substantial need for training in means to enhance the autonomy, self-determination and expression of 
personal preference among residents. 

Clearly personal autonomy and self-expression is valued in our society. Among persons in 
residential settings it tends to be associated with community living. Still It varies substantially according 
to resident characteristics (e.g., lowest among persons with more severe impairments) as well as 
provider characteristics (e.g.. lowest among foster care providers). It is clearly important that better 
effort be made to orient careproviders to the needs, benefits and rights of persons with developmental 
disabilities to enjoy opportunities for the maximum appropriate amounts of autonomy and choic* . i their 
lives. It is also Important to view the careproviders' role in personal autonomy as more than merely 
providing opportunity. For many current residents of community facilities and many more of the future 
residents who will more often have severe cognitive impairments and years of acquired dependence. 
It will be necessaiy to view independence, choice-making and self-expression as a ■skill." This will 
Involve: 1) greater amounts of direct teaching of residents in choice-making and expression of 
preference. 2) systematic integration of choice making and expression throughout the individual's dally 
life, and 3) provision of more frequent and more basic opportunities for all people with developmental 
disabilitios to express choices. The first two of these requirements appear relatively infrequently 
represented in the programs for people in community residential facilities. The third, while usually 
present in at least certain aspects of the lives of community residents and certainly much more 
common in community settings than in institutions, is also by no means universal. Greater effort must 
be made to see the promotion of personal autonomy, choice and self-expression as important goals in 
residential programs. 

An important aspect of increased personal autonomy and self-expression is the opportunity to 
live as independently as possible in the community. The findings in Chapter 4 indicated significant 
numbers of persons in this study enjoyed excellent health and high levels of adaptive behaviors in 
areas of personal care and community living skills. The adaptive behavior characteristics of the sample 
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suggest that many persons in these residential programs may be capable of far greater degrees of 
independent living. This is obviously an important aspect of promoting greater personal autonomy for 
persons with mental retardation, but it also represents an importp'^t matter for public policy. It is 
estimated that tens of thousands o persons with mental retardation living at home are on waiting lists 
for residential and other community services (Davis, 1987). Without promoting greater independence 
among large numbers of persons now in residential programs, it seems unlll<ely that states will evsn 
begin to be able to address the growing demand for stervices with the resources likely to be available. 

To summarize briefly the findings of this study, it was found that a substantial majority of 
community facility residents have achieved at least modest levels of integration into some important 
aspects of community living ijnd integration. The finding that the average group home resident has 
about as much domestic responsibility as the average member of the general population, and that the 
average foster or group home resident has greater recreation/leisure integration than the average 
member of the general population exemplify the most positive of findings on integration. 

However, in all, this study indicated, perhaps not surprisingly, that community facility residents 
were generally not as well integrated into the life of the community as were members of the general 
population. The absence of differences between the twc groups in age, gender, community type and 
proximity to public transportation, and the closer proximity of community facility residents to stores ; . id 
presumably therefore other leisure settings), support attributing these differences to the differences in 
living arrangements, to differences in abilities, to differences in expectations and social attitudes, and 
quite likely interactions between these and other factors. 

The differences between facility residents and the ger»eral population in their integration into the 
community was particularly evident in the areas of vocational/educational integration and in social 
integration. Few members of the study participated in normal work environments or regular schools. 
These r night be considered among the more intellectually and socially de.manding areas of community 
life, as opposed for example to community resource use or domestic participation, which are essentially 
defined by activities rather than interaction. But It is also the case that the vocational iucationai and 
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social aiaas are the ones in which integration is most dependent on the attitudes and acceptance of 
others In the society. But the problem with such generalizations is that, with the exception of 
vocational/educational integration which was. perhaps, largely out of direct control of residential 
providers, many community residents exhibited degrees of adaptive behavior skills and community 
integration that were at c. above the national average. That is. there were in the sample people with 
mental retardation who know and visit their neighbors, who use the resources of the community, who 
decorate their own rooms and pick their own roommates, and so forth, although this level of 
■community integration' was far from the typical experience. 

The analyses of data gathered in this study suggest that if Integration and Independence into 
the community are goals of community living increased efforts to promote them are needed. It was 
apparent from the study findings that greater progress must be made in the development of regular 
employment, supported living and social options. Some of these efforts might be tailored to specific 
areas for specific types of facilities (e.g.. increasing domestic activities among foster home residents), 
but in general the challenge is primarliy one of assuring that the positive levels of Integration and 
independence reported for many numbers of the sample become more commonly available to all 
community facility reslde-ts. Doing so clearly means improved training, improved monitoring, promoting 
more accommodative attitudes in the larger community, and learning more about the means to 
community integration for people with the most severe Impairments. There are already many excellent 
examples of successful, integrated programs In employment, education and social and leisure activities 
and other areas of community living to guide these efforts (e.g.. Horner. Meyer. & Fredericks. 1986; 
Powers. 1988; Taylor. BIklen. & Knoll. 1987). But even fully accepting the current limitations of 
community facilities in assuring full Integration, the most predictable way to promote social involvement, 
personal development, community participation, and independence for people with developmental 
disabilities in residential settings remains providing them the opportunity to live In small community- 
based sjttings. 
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